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THE PROBLEM OF COMPARATIVE EFFICACY 


A documented review of one of the major proposals of 
the Kefauver-Celler bill now before the Congress 





The Kefauver-Celler bill before the Congress has 
evoked considerable interest and discussion among 
all who engaged in, or allied to, the healing art. 
The editors of this Journal will publish from time 
to time data that they consider of particular merit in 
analyzing such federal legislation. The documented 
review prepared by Smith Kline & French Labora- 
tories, reprinted below, is submitted to indicate the 
threat to the future of medical research and medical 
practice by such legislative proposals. The editors 
consider this review worthy of the attention of every 
member of the Society. 


Epes THE Federal Food, Drug, and Cosmetic 
Act, drug companies are required to prove to 
the satisfaction of the Food and Drug Administra- 
tion that a new drug is safe (Section 201 [p] [1] of 
Act 21 U.S.C.), but there is no present statutory 
requirement that a new drug be proved effective. 
In administrative practice, however, “‘safety’’ and 
“effectiveness” are inevitably and properly linked 
together. A drug that is not effective may endanger 
the health of a patient by failing adequately to treat 
his ailment ; on the other hand some risk of toxicity 
may be justified if the agent is truly effective in 
serious disease. 

Legislation (Kefauver-Celler Bill, S-1552 and 
H.R. 6245) has now been proposed to change the 
wording of the Federal Food, Drug, and Cosmetic 
Act by adding the words “efficacy” and ‘“‘effica- 
cious” where the words “safety” and “safe”? now 
appear. On the surface, such a change in the Act 
would merely legally require drug companies to 
continue doing what they are actually doing now 
—that is, to present clinical evidence showing that 
a drug is safe and effective in treating a specific 
condition. The new provision would not of itself 
change the current administrative practice of the 
FDA. On the other hand, it is a well-known fact of 
government administration that statutory require- 
ments are often extended, by the device of ‘‘admin- 
istrative practice,” to require more than the lan- 
guage of a bill specifically stipulates. Just as 
“safety” has been interpreted to include “efficacy” 
under the present Act, “efficacy” may be extended 
to include the concept of “comparative efficacy.” 

Several critics of the drug industry, during testi- 
mony before the Kefauver Subcommittee, have 


suggested that drug companies be required to prove 
that a new product is more effective than an 
already marketed product of the same general type. 
Other spokesmen in favor of tightening the FDA 
regulations have complained to the Subcommittee 
about what they call “duplication” of products. 
Their implication is that there is something wrong 
with a competitive drug market. While these critics 
do not specifically use the words “comparative 
efficacy,” their statements suggest that they would 
like to see the superior efficacy of a new drug dem- 
onstrated before it is approved by the FDA. 

The Bill would also amend the patent laws by 
making it mandatory to prove greater efficacy 
before a patent is granted for a new product that is 
a combination of drugs or a molecular modification 
of an already marketed product. Under this bill, 
the Commissioner of Patents would be given the 
power to turn down a patent application unless 
the manufacturer can prove to the Secretary of 
Health, Education, and Welfare that a given 
molecular modification or combination has a sig- 
nificantly greater therapeutic effect than products 
already on the market. 

This proposed change in the Patent Act is a 
serious threat, not only because it would require 
manufacturers to prove superior efficacy on a large 
number of new products before a patent is granted, 
but also because government officials may use this 
precedent as a basis for requiring proof of greater 
efficacy on all new pharmaceutical products before 
they are even introduced. Such a practice would 
often block the development of a useful new drug 
because it would necessitate proof to a government 
body that the new agent was demonstrably superior 
to all products already on the market. 


The Problem of Proof 

Here are two instances which demonstrate the 
difficulties which stand in the way of proving su- 
perior efficacy, difficulties so great as to demon- 
strate the impracticability of the concept: 

1. Preparations to be used for the collagen dis- 
eases, especially rheumatoid arthritis and possibly 
rheumatic fever. The problem of comparative eff- 
cacy becomes difficult to solve because of the am- 


biguity about the yardsticks to be used in measur- 
continued on page 438 
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utritional support is often needed for: 

reless or irregular eaters—who skip breakfast or 
nch or do not eat properly because of busy sched- 
es or faulty eating habits. 


hildren—who need increased basic nutrients during 
nvalescence! or during difficult feeding periods, 
ich as after tonsillectomies.? 


lolescents—who require nutritional support be- 
ause of growth needs and poor dietary selection.* 


egnant patients—who often require sound, easily 
lerated, and convenient nutritional supplemen- 
tation during pregnancy and lactation.‘ 


geriatric patients and others—who cannot or will not 
maintain proper nutrition because of poor dentition, 
ulty eating habits, or lack of interest in eating.5 


ospital patients—Nutrament liquid can serve as an 
excellent and convenient source of nourishment. 


and in Oral, Dental or Surgical conditions—which 
Interfere with or prevent consumption of solid food. 


readily accepted by patients 

Nutrament liquid requires no special preparation. 
Smooth texture and appealing taste of Nutrament 
Inake it readily acceptable. Equally delicious served 
hot or cold. Nutrament also has a high satiety value. 





supplied 
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nutritionally complete food 


a nutritious meal, ready to drink 


offers a scientifically balanced ratio of carbohydrate, 
protein, and fat. Each 12% fl. oz. can of Nutrament 
liquid provides 400 calories. Caloric distribution: 
protein—20% (20 Gm.) ; carbohydrate—50% (50 Gm.) ; 
fat—30% (13.3 Gm.); plus the following vitamins 
and minerals: 
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references: (1) Nelson, W. E.: Textbook of Pediatrics, ed. 7, Philadel- 
phia, W. B. Saunders Company, pp. 231-233, 1959. (2) Parrott, R. H., 
and Nelson, W. E.: ibid., p. 759. (3) Johnston, J. A.: Ann. New York 
Acad. Sc. 69:881-901 (Jan. 10) 1958. (4) Burke, B. S., and Kirkwood, 
S. B., in Greenhill, J. P: Obstetrics, ed. 12, Philadelphia, W. B. 
Saunders Company, 1960, pp. 126-131. (5) Skillman, T. G.; Hamwi, 
G.J., and May, C.: Geriatrics 15:464-472 (June) 1960. 57061 
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ing whether a given drug has really affected the 
course of the disease. Not only is there a problem 
in differentiating between various steroids, but in 
the minds of many rheumatologists salicylates are 
actually preferred to steroids for chronic therapy. 
The value of gold in arthritis has only been dem- 
onstrated after many years of study by medical 
bodies. 

2. Preparations to be used for the treatment of 
mental and emotional diseases. Evaluation—even 
diagnosis—of these conditions is frequently more 
an art than a science, and presupposes a long- 
term knowledge of the patient. A determination of 
comparative efficacy in these conditions, as in the 
case of the collagen diseases, requires some general 
agreement as to the yardsticks for measuring im- 
provement in the patient’s condition. Such general 
agreement is hard to find. (There are, for example, 
the analytical, biological and environmental theo- 
ries of mental illness, all of which present different 
theories as to the cause of the disease and different 
criteria for measuring improvement. ) 


a 


O 


These examples suggest that requiring drug 
companies with new products to prove greater 
therapeutic effect would discourage them from de- 
veloping products with similar therapeutic action 
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to those already on the market, even though ‘he 
new products (when sufficient clinical data liad 
been gathered ) might well prove to be therapeutic 
improvements. Also, it would set up the Food and 
Drug Administration as the final arbiter in deter- 
mining whether a difference in therapeutic action 
would or would not, in the long run, be a significant 
medical advance. As medical history demonstrates, 
this is a dangerous principle. 


The History of Medical Judgment 

The history of medicine is a history of trial and 
error. It is, moreover, a history in which the exer- 
cise of medical judgment has been shown as inevit- 
ably imperfect. It is often difficult, and sometimes 
impossible, for any group of experts, however well 
qualified, to generalize as to which of two or more 
drugs or medical procedures will work best in a 
given situation. 

This point is made in an editorial titled Oimmnis- 
cience or Judgment appearing in the MepicaL 
TRIBUNE (February 6, 1961): 

Now, a further question is raised concerning 
therapeutic effectiveness—and some have sug- 
gested that it might possibly be a good scheme 
to have a regulatory body pass upon effe:tive- 
ness, too. We become disturbed and would 
consider it an awesome responsibility. It 
would have to be presumed that such people 
are omniscient. 





The history of medicine is full of instances where 
expert opinion failed to recognize the value of a 
drug or procedure when it was first advocated. 

Leading authorities of the time refused to listen 
to Jenner when he advocated smallpox vaccine. 
They were dubious about Lister’s theory of anti- 
sepsis. They opposed Pasteur’s vaccine for anthrax. 
Semmelweis was mercilessly attacked by medical 
experts for his theory on the cause of childbed 
fever. 

Digitalis, for example, has a history that shows 
how medical opinion can change. Originally used 
as a diuretic, it was later demonstrated to have an 
action on the heart and its diuretic effect was chal- 
lenged. After 150 years, medical opinion now 
agrees that the drug does have a direct effect on 
the kidney as well as on the heart. Moreover, there 
was difference of opinion about the proper use of 
digitalis in heart disease, some authorities main- 
taining that it was only valuable in cases where an 
abnormal heart rhythm was present. The consensus 
of medical opinion today is that digitalis is appli- 
cable to the treatment of heart failure whether or 
not the patient has an abnormal heart rhythm. 

Cod liver oil was at first thought to be valueless, 
in spite of Mellanby’s studies in 1919 showing that 


experimental rickets could be prevented with the 
continued on page 440 
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oil. Medical authorities held generally that it had 
no value other than its caloric content. 


It may be said that this is all past history and 
that things are different today. But conflicts of 
medical opinion exist now about a number of mat- 
ters, such as the value of anticoagulants in the 
treatment of uncomplicated myocardial infarction, 
the use of glucose in the treatment of diabetic 
acidosis, the value of gold in the management of 
arthritis and the utility of BCG vaccine for the 
prevention of tuberculosis. 

A dramatic example of how medical judgment 
can change is given in the Second Edition of The 
Pharmacological Basis of Therapeutics,* a stand- 
ard reference work. The first edition was published 
in 1940; the second in 1955. Under the Veratrum 
Alkaloids, we find this remark in the first edition: 
“The drug is practically obsolete today and enjoys 
a deserved oblivion.” 

The second edition states : 
From time to time, a once-obsolete drug is ex- 
humed, dusted off, and re-examined in the labo- 
ratory and clinic by modern investigative tech- 
nics for its potential therapeutic usefulness. This 
development characterizes the research on vera- 
trum, a drug described in the first edition of this 
textbook as enjoying a clinical status of “de- 
served oblivion.” 

In contrast to “oblivion,” medical science has put 
the veratrum alkaloids to a number of important 
uses during the fifteen years between the two edi- 
tions of this textbook. The authors report : 

Veratrum preparations are employed for their 

antihypertensive action in clinical conditions 

associated with elevated blood pressure, such as 
essential and malignant hypertensive disease, 
toxemia of pregnancy, and certain nephropathies 

(acute and chronic glomerulonephritis, pyelon- 

ephritis). In addition, veratrum alkaloids are 

used as important investigative tools in the 
physiological and pharmacological laboratory. 


It is essential that the public be protected against 
inferior drugs, but when all is said and done the 
only sure method of establishing comparative effi- 
cacy is to introduce a drug into clinical practice and 
subject it to the truly definitive test: How will it 
be used by physicians in the daily practice of medi- 
cine? If a product is demonstrably safe and effec- 
tive, the question of comparative efficacy should be 
resolved by the physician, who is the legally respon- 
sible agent in selecting drugs for his patient. 

Trial-by-usage has another and desirable effect : 
*By Louis S. Goodman, M.D. and Alfred Gilman, Ph.D., 

New York, 1956. 
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In use it may be found that a drug given for one 
indication is appropriate in another. This is ell 
stated by Doctor Walter Modell, in Drugs of 
Choice: 
Many drugs have more than one action and more 
than one sphere of clinical application. In each of 
these, the same drug may be relatively more or 
less effective, more or less dangerous, more or 
less important . . . relative utility may vary with 
the clinical application. . .. As in the case of the 
phenothiazine compounds which were recently 
introduced only for their antihistamine action, 
new therapeutic uses are being continually 
proposed. 


Several drugs originally introduced for the treat- 
ment of one condition have been found useful in 
treating another. After wide usage by physicians, 
cortisone (originally considered of potential value 
in the treatment of Addison’s disease) was found 
useful in the management of many clinical prob- 
lems. Probenecid, introduced to prolong blood con- 
centrations of penicillin, was discovered to be effec- 
tive in treating gout and chronic gouty arthritis; 
the amphetamines, introduced for the treatment of 
narcolepsy, were subsequently found of value in 
curbing appetite and elevating mood, and some of 
the antihistamines have been found to have an 
antiemetic effect. 

A final argument for trial-by-usage is this : Drugs 
differ in their effects on different patients, which 
means that a drug that is more effective with one 
patient may be less effective with another. In a 
clinical trial of four tranquilizing drugs, Leitch and 
Seager* found that each drug had approximately 
the same proportion of poor, moderate and good 
results in each diagnostic group. These results sug- 
gest that the physician must continue his search 
until he finds the drug most satisfactory for each 
individual patient. 

During the Senate hearings, Doctor Henry Brill, 
deputy commissioner of Hygiene for the State of 
New York, said that his experience proved the 
same point: 


It may appear in the thick of things that we have 
too many drugs and that perhaps we ought to 
restrict ourselves to a few. .. . I believe that this 
would be wrong. . . . It seems here that perhaps 
what we need is some willingness to experiment 
with new types of products, with new types of 
molecules, but not to abandon the pharmacolog- 
ical approach. 


A similar situation is true with the hypotensive 
agents, where it is generally recognized that one 
patient may respond to Drug A, another to Drug B 
and a third only to combination therapy. 


*JOURNAL oF MENTAL SCIENCE, 106 :1093-1098, July, 1960. 
concluded on page 443 
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BOOK REVIEWS 





THE OFFICE ASSISTANT IN MEDICAL 
PRACTICE by Portia M. Frederick and Carol 
Towner. W. B. Saunders Company, Phil., 1960. 
$5.25 
The assistant in a medical office working as re- 

ceptionist, bookkeeper, and technician must pos- 

sess a variety of skills in order to handle each task 
satisfactorily. This book is divided into two major 
sections. The first section concentrates upon the 
business and secretarial aspects ; the second section 
presents the medical aspects of office assisting. 

Office forms, types of equipment, and procedures 

with which every assistant should be familiar have 

been amply illustrated. 

Many examples of good office generalship are 
recorded. In receiving patients in the office the 
authors remind one to remember names and re- 
member something personal of each, such as hob- 
bies or family. It is suggested that a good telephone 
voice has a natural and well-modulated tone, an 
unhurried quality, and pleasant and clear diction. 
Billing and collections procedures are discussed. 
There are hints on tracing patients who skip and 
leave no forwarding address. Illustrations of sur- 
gical instruments and the proper use of medication 
and injections are detailed and simple. 

This book will aid the medical assistant in per- 
forming her duties to the doctor and to the public 
which they serve. 

Peter L. MATHIEU, JR., M.D. 


CURRENT THERAPY—1961. Edited by How- 
ard F. Conn, M.D. W. B. Saunders Co., Phil., 
1961. $12.50 


This newest edition is the thirteenth in the series, 
and the arrangement is the same as in previous 
years. It is stated in the preface that of the 307 
articles in the book 82 per cent are new, and many 
of the others have been extensively revised. Purely 
surgical conditions such as appendicitis and in- 
guinal hernia are not dealt with, pediatric prob- 
lems are omitted unless they occur in other ages as 
well, and ophthalmology is not included. With these 
exceptions, however, the general practitioner or 
specialist can count on finding here advice in the 
treatment of any disease he is likely to meet. 

The task of reviewing such a book, which con- 





tains 806 pages of highly concentrated information, 
is somewhat like attempting to abbreviate a four- 
year medical course into six easy lessons. Every- 
one, however, has one or two subjects in which he 
feels more competent than in others, and can com- 
pare the facts given in the book with his own knowl- 
edge. Judged in this way this reviewer found the 
sections on some of the infectious diseases and the 
pneumonias well covered and adequate. There is 
sometimes the welcome inclusion of some quite 
recent information of more theoretical interest, as 
in the discussion of Eaton’s agent in the etiology 
of virus pneumonia. 

But it is probably not the function of this volume 
to supply stimulating reading for a specialist in his 
own particular field. Rather it is useful in supplying 
authoritative information for prompt use by the 
hard-pressed doctor, perhaps concerning a disease 
state with which he is not too familiar. It serves also 
as a check-list, so that reading through the two or 
three pages devoted to the treatment of a disease he 
can be reminded of all the possibilities of therapy 
and reassure himself that nothing has been over- 
looked. Used in this fashion these yearly editions 
of this popular book will be welcomed by the prac- 
ticing physician because of its ready aid in his 
daily work. 

MorGan Cutts, M.D. 


MEDICAL, SURGICAL, AND GYNECO- 
LOGICAL COMPLICATIONS OF PREG- 
NANCY by the Staff of the Mount Sinai Hos- 
pital. Edited by Alan F. Guttmacher, m.p. and 
Joseph J. Rovinsky, m.p. The Williams and 
Wilkins Co., Baltimore, 1960. $16.50 


It has been customary for books on the complica- 
tions of pregnancy to be written by obstetricians, for 
the most part. With this volume there has been 
introduced a decided departure. A corps of able 
specialists has been called upon to write of their 
experience in handling the medical, surgical and 
gynecological complications of pregnancy. They 
have done an extremely convincing job. 

Founded in 1952, the Obstetrical Service of the 
Mount Sinai Hospital in New York City refers its 
complications to special clinics manned by non- 
obstetric specialists. This accumulated experience, 
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grafted on specialized knowledge and skills, has 
produced an impressive volume. 

Divided into fourteen sections by body systems or 
disease groupings, the subject matter ranges from 
hematologic diseases through collagen disorders to 
genetic considerations. There are excellent chapters 
on heart disease, tuberculosis and neoplasms, to 
name a few. The bibliography at the end of each 
chapter is carefully selected and limited to signifi- 
cant papers. 

CHARLES POTTER, M.D. 





THE PROBLEM OF COMPARATIVE EFFICACY 
concluded from page 440 

So in the final analysis, are there some areas of 
medical judgment where the only proper test is 
usage? 

Truth in therapeutics is not a changeless and 
immutable fact like the 2 ++ 2 makes 4 of arithmetic. 
Medicine is a developing, rapidly developing sci- 
ence. It can only continue to develop if differences 
of medical opinion are given time and opportunity 
to work themselves out. 

Perhaps we should fear the same results from 
another form of authoritarianism, that of the gov- 
ernment. It might be wise to put greater faith in 
what someone has called, “the consensus of present 
day medical opinion.” If a drug cannot be put on 
the market until a board of experts has passed on 
its comparative efficacy, a real stumbling block will 
be put in the way of medical progress. 
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SUSCEPTIBILITY TO CORONARY HEART: 
SERUM CHOLESTEROL 

Despite some confusion as to the importance of 
serum cholesterol, the significance of this risk 
factor in the development of CHD (coronary heart 
disease) has been well established. Although the 
pathogenesis of the atherosclerotic lesion is not 
clearly understood, it has been recognized for many 
years that the principal constituent of the athero- 
sclerotic plaque is cholesterol. Such knowledge has 
led to conjecture as to the mechanism for the depo- 
sition of cholesterol in these lesions. Many factors 
have been shown to influence the level of cholesterol 
in the serum: emotional stress, dietary constituents, 
physical activity, and various hormones, among 
others. Unfortunately, uncertainty concerning the 
mechanism responsible for the elevation of the 
serum cholesterol level has sometimes obscured its 
importance as a predictor of the development of 
CHD. However, ...in addition to the well-recog- 
nized importance of age and sex, the level of serum 
cholesterol stands out as the most significant. 

Framingham data indicate that the average 
serum cholesterol level in adult males of a New 
England population is about 220 mg. per cent, with 
less than 5 per cent of the population having cho- 
lesterol levels below 160 mg. per cent and slightly 
more than 5 per cent having serum cholesterol levels 
over 280 mg. per cent. The serum cholesterol level 
in adult males does not appear to be an age-related 
characteristic ; very little rise in average cholesterol 
level is observed in men between age 30 and 60. In 
adult women, on the other hand, the serum cho- 
lesterol level appears to be distinctly age-related, 
rising from an average of approximately 195 mg. 
per cent, for those age 30, to a peak of 250 mg. 
per cent, at age 60. 

There is convincing evidence that serum cho- 
lesterol levels are definitely related, both to the 
presence of, and the development of, CHD. . . . Clin- 
ical studies have shown that the average serum 
cholesterol levels of persons who have developed 
CHD are definitely higher than in controls free of 
CHD. This demonstrates that there is a definite 
association between the elevated serum cholesterol 
level and existing CHD. It remained for the pros- 
pective studies of populations to demonstrate a 
relationship between pre-existing elevation of 
serum cholesterol and the subsequent development 
of CHD. From these studies, it is perfectly clear 
that when populations are divided into groups, 
according to levels of serum cholesterol, the inci- 
dence of newly developing CHD is observed to 
increase with each increment of cholesterol level. 
An example of the relative increase of risk in CHD 
associated with this characteristic is provided by 
the Framingham data. At the end of eight years of 
observation in men with serum cholesterol levels 
below 200 mg. per cent, the rate was less than half 
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that of the total population, while in the group with 
cholesterol levels of 260 mg. per cent, and higher, 
the rate was almost twice that of the total popula- 
tion, a total increase of fourfold. Similar results 
have been demonstrated in the other studies in 
Albany, Los Angeles, and Minnesota. 

It is important to recognize that in the United 
States population, there is no level of serum cho- 
lesterol which can be called “normal” in the sense 
that such a level implies absence of risk of CHD. 
There is no level at which the risk takes a sudden 
rise. However, all other factors being equal, the 
lower the serum cholesterol, the lower the risk. . .. 
Since in the Framingham population there are few 
persons with serum cholesterol levels below 150 mg. 
per cent, it is not possible to determine the relative 
risk of persons with the “lowest levels” as observed 
in the U.S.A., i.e., persons who would be much 
nearer the average in other populations believed to 
have low CHD rates. It is likely that if it were 
possible to compare persons with cholesterol levels 
low by all population standards, e.g., less than 130, 
with those who have significantly higher levels, e.g., 
above 300, the risk would be far in excess of the 
fourfold increase demonstrated by a rise from 200 
to 260, and over. It should therefore be clear that 
it is not appropriate to think of serum cholesterol 
levels as “normal” or “abnormal,” since there is a 
steady rise of CHD incidence with increasing levels 
of serum cholesterol from low to high. 

Consideration of whether action should be taken 
with regard to a given cholesterol level must be 
based on an appraisal of all other possible risk 
factors in addition to serum cholesterol per se. The 
risk associated with elevation of the serum cho- 
lesterol level appears to be greater for men than for 
women. Thus the increased risk associated with a 
rise in serum cholesterol from below 200 to 260, or 
over, in women is very slight, although further 
observation is needed to clarify this more exactly. 

The relative risk associated with progressive ele- 
vation of the serum cholesterol level appears to 
decrease with advancing age. The significance of 
elevated cholesterol levels in younger persons is 
thus enhanced. Age and sex are therefore important 
factors to be considered in determining what action, 
if any, is indicated in persons with a given cho- 
lesterol level. Blood pressure level...is also of 
great importance in making this decision. 

It must be recognized that if the cholesterol level 
is lowered by diet or drug therapy, it does not 
necessarily follow that the decreased risk of devel- 
oping CHD accruing to persons with naturally 
occurring low cholesterol levels is automatically 
acquired.... Meanwhile, it seems reasonable to 
advocate measures which produce lowered serum 
cholesterol levels, especially in individuals consid- 
ered highly susceptible to CHD on the basis of an 
evaluation of all the risk factors. 


Thomas R. Dawber, M.p. and William B. Kannel, m.p. 
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We acknowledge the receipt of the following 
hooks and thank the publishers for sending them. 
Some of these volumes will be reviewed from time 
to time. We shall be happy to furnish our readers 
with additional information on all books included 
on this list. 


MEMOIRS OF A MEDICO by E. Martinez 
Alonso, u.p. 335 pp. $4.50. Doubleday & Co., Inc., 
Garden City, N.Y. 1961. 

INSTRUCTIONAL COURSE LECTURES — 
1960 of the American Academy of Orthopaedic 
Surgeons. Edited by Fred C. Reynolds, M.p., 
St. Louis. Written by 32 Contributors. Vol. XVII. 
421 pp. illus. $18.50. The C. V. Mosby Co., 
3207 Washington Blvd., St. Louis 3. 

NEW AND NONOFFICIAL DRUGS. An 
Annual Compilation of Available Information on 
Drugs, Including Their Therapeutic, Prophylactic 
and Diagnostic Status, as Evaluated by the Council 
on Drugs of the American Medical Association, 
1961. 849 pp. $4.00. J. B. Lippincott Co., East 
Washington Sq., Philadelphia 5. 1961. 
PHARMACOLOGY: NATURE, ACTION, 
USE OF DRUGS by Harry Beckman, M.D., 
Chairman, Departments of Pharmacology, Mar- 
quette University Schools of Medicine and Den- 
tistry; Consulting Physician, Milwaukee County 
General Hospital and Columbia Hospital ; Editor, 
Year Book of Drug Therapy. 805 pp. illus. $15.50. 
\V. B. Saunders Co., West Washington Sq., Phila- 
delphia 5. 1961. 

THE GENTLE LEGIONS by Richard Carter. 
335 pp. $4.50. Doubleday & Co., Inc., Garden City, 
N.Y. 1961. 

ESSENTIAL HYPERTENSION, An _Inter- 
national Symposium, Berne, June 7th-10th, 1960. 
Sponsored by CIBA. Chairman, F. C. Reubi, 
Berne. Edited by K. D. Bock, Basle & P. T. Cottier, 
Berne. 392 pp. illus. DM 33.80. Springer-Verlag, 
Heidelberger Platz 3, (1) Berlin- Wilmersdorf 
(West Berlin) Germany. 1960. 
REGULATION OF THE INORGANIC ION 
CONTENT OF CELLS. In honour of Prof. E. J. 
Conway. Editors for Ciba Foundation: G. E. W. 
Wolstenholme, 0.B.£., M.A., M.B., M.R.C.P. & Cecilia 
M. O'Connor, B.sc. Ciba Foundation Study Group 
No. 5. 100 pp. illus. $2.50. Little, Brown & Co., 
34 Beacon St., Boston 6. 1960. 


METABOLIC EFFECTS OF ADRENAL 
HORMONES in Honour of Prof. G. W. Thorn. 
Editors for the Ciba Foundation: G. E. W. Wol- 
stenholme, 0.B.F., M.A., M.B., M.R.c.P. & Maeve 
O'Connor, B.A. Ciba Foundation Study Group 
No. 6. 109 pp. illus. $2.50. Little, Brown & Co., 
34 Beacon St., Boston 6. 1961. 
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JOINTLY WITH COMMITTEE FOR 
SYMPOSIA ON DRUG ACTION ON 
ADRENERGIC MECHANISMS. Editor for 
British Pharmacological Society : J. R. Vane, B.sc., 
D.PHIL. Editors for Ciba Foundation: G. E. W. 
Wolstenholme, 0.B8.£., M.A., M.B. & Maeve O’Con- 
nor, B.A. 632 pp. illus. $12.50. Little, Brown & Co., 
34 Beacon St., Boston 6. 1961. 

CIBA FOUNDATION SYMPOSIUM 
ON HAEMOPOIESIS: Cell Production and its 
Regulation. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme, 0.8.£., M.A., M.B. & Maeve 
O'Connor, B.A. 490 pp. illus. $11.00. Little, Brown 
& Co., 3+ Beacon St., Boston 6. 1960. 
CURRENT THERAPY—1961: Latest 
Approved Methods of Treatment for the Prac- 
ticing Physician. Edited by Howard F. Conn, m.p. 
Consulting editors : George E. Burch et al. 806 pp. 
$12.50. W. B. Saunders Co., West Washington 
Sq., Philadelphia 5. 1961. 

TEXTBOOK OF MEDICINE. By various 
Authors. Edited by Sir John Conybeare, K.B.£., 
M.D., DM. & W. N. Mann, M.p., F.R.c.P. 13th ed. 
989 pp. illus. $10.00. Williams & Wilkins Co., 
428 E. Preston St., Baltimore 2, Md.; E. & S. 
Livingstone, Ltd., 15-17 Teviot P1., Edinburgh 1, 
Scotland. 1961. 
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ORDERS: A Developmental Approach to Dys- 
function by Eric Denhoff, m.p., Medical Director, 
Meeting Street School Children’s Rehabilitation 
Center, Providence, R.I. and Isabel Pick Robi- 
nault, pH.p., Director, Professional Education, 
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City. 421 pp. illus. $12.00. McGraw-Hill Book Co., 
Inc., 330 W. 42nd St., New York 36, N.Y. 1960. 
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George C. Dowd, M.p., Chairman, National Indus- 
trial Advisory Committee, American Geriatrics 
Society. American Geriatrics Society, 1960. 
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INFORMATION, PLEASE! FOR WOMEN 
ONLY Incorporating the Dunhill Chart by Alfred 
Dreyfus II. 556 pp. illus. $7.50. Vantage Press, 
Inc., 120 West 31st St., New York 1. 1961. 
MIRAGE OF HEALTH. Utopias, Progress, 
and Biological Change by Rene Dubos. 235 pp. 
95¢. Anchor Books. Doubleday & Co., Inc., Garden 
City, N.Y. 1961. (publ. originally by Harper & 
srothers, N.Y., 1959.) 

HEREDITY IN OPHTHALMOLOGY by 
Jules Francois, Professor of Ophthalmology at the 
University of Ghent, Belgium; Member of the 
Academy of Medicine. Translated from the French 
edition. 731 pp. illus. $23.00. The C. V. Mosby Co., 
3207 Washington Blvd., St. Louis 3. 1961. 
BELOVED PROFESSOR. Life and Times of 
William Dodge Frost by Russell E. Frost. 350 pp. 
illus. $3.75. Vantage Press, Inc., 120 West 31st St., 
New York 1. 1961. 

LOSE WEIGHT AND LIVE by Robert P. 
Goldman. With illustrations by Roland Rodegast. 
235 pp. illus. $3.95. Doubleday & Co., Inc., Garden 
City, N.Y. 1961. 

MEDICAL PHARMACOLOGY. Principles and 
Concepts by Andres Goth, M.p., Professor of 
Pharmacology and Chairman of the Department, 
University of Texas Southwestern Medical School. 
551 pp. illus. $11.00. The C. V. Mosby Co., 3207 
Washington Blvd., St. Louis 3. 1961. 
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THE CHANGING YEARS: THE MENO- 
PAUSE WITHOUT FEAR by Madeline Gray. 
273 pp. 95¢. Dolphin Book. Doubleday & Co., Inc., 
Garden City, N.Y. 1961. (1st edition, 1951, re- 
viewed March 1952.) 

Key and Conwell’s MANAGEMENT OF 
FRACTURES, DISLOCATIONS, AND 
SPRAINS by H. Earle Conwell, M.p., F.A.c.s., 
Associate Professor of Orthopedic Surgery, Uni- 
versity of Alabama School of Medicine, Birming- 
ham; and Fred C. Reynolds, M.p., Professor of 
Orthopedic Surgery, Washington University 
School of Medicine, St. Louis. 7th ed. 1153 pp. 
illus. $27.00. The C. V. Mosby Co., 3207 Washing- 
ton Blvd., St. Louis 3. 1961. 

CHILDBIRTH WITH HYPNOSIS by William 
S. Kroger, m.p. Edited by Jules Steinberg. 216 pp. 
illus. $3.95. Doubleday & Co., Inc., Garden City, 
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THE HUMAN FRAME by Giovanna Lawford. 
With a foreword by Dr. Margaret Mead. 109 pp. 
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THE GOLDEN AGE COOKBOOK by Phyllis 
MacDonald. Drawings by Margot Tomes. 192 pp. 
illus. $2.95. Doubleday & Co., Inc., Garden City, 
N.Y. 1961. 

THE HAND. A Manual and Atlas for the Gen- 


eral Surgeon by Henry C. Marble, M.p., F.A.c.s., 
continued on next page 
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Hospital. Illustrations by Mildred Codding. 207 pp. 
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THE MEDICAL DEPARTMENT: HOSPI- 
TALIZATION AND EVACUATION, ZONE 
OF INTERIOR by Clarence McKittrick Smith. 
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nical Services. Office of the Chief of Military 
History, Department of the Army, Washington, 
D.C. 503 pp. illus. $4.00. U.S. Government Print- 
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WOUNDS by the Board for the Study of the 
Severely Wounded, North African- Mediterranean 
Theater of Operations. Medical Department, 
United States Army, Surgery in World War II. 
Office of the Surgeon General, Department of the 
Army, Washington, D.C. 376 pp. illus. $3.50. U.S. 
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Bonn. Translated by Stephen M. Drance, M.p., 
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mology, University of Saskatchewan, Saskatoon, 
Canada. 114 pp. illus. $9.50. The C. V. Mosby Co., 
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ADVENTURE TO MOTHERHOOD: THE 
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Professor of Obstetrics and Gynecology, Univer- 
sity of Miami School of Medicine, Miami, Florida. 
2.95. Audio Visual Education Co. of America, 
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Taplinger Publishing Co., Inc., 119 W. 57th St., 
New York 19. 1960. 

CARDIO-VASCULAR SURGERY. A Manual 
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odist Hospital, Texas Medical Center, Houston. 
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& Frances E. Brush, r.N., Director of Nursing. 
170 pp. illus. $2.75. G. P. Putnam’s Sons, 200 Mad- 
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FRACTURES AND DISLOCATIONS. 1950- 
1960. By Thomas B. Quigley, M.p., Assistant Clini- 
cal Professor of Surgery, Harvard Medical School ; 
Surgeon, Peter Bent Brigham Hospital, and Henry 
Banks, M.p., Clinical Associate in Orthopedic Sur- 
gery, Harvard Medical School ; Associate in Ortho- 
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it IS FITTING that once each year in this commu- 
nity there be a pause to honor the memory of 
Arthur Ruggles, one of the truly great leaders in 
psychiatry. The Butler Hospital was his proudest 
achievement. Moreover, his leadership extended to 
the national scene, where he was a militant fighter 
for the betterment of treatment programs for the 
mentally ill throughout the United States. 

Butler is no longer a private mental hospital. 
It is a community health center for the treatment 
of both major and minor psychiatric illnesses. 
Health agencies join in providing a wide range of 
services. Once again Butler points the way to the 
future, as it leads this time to the integration of 
treatment resources. Others will follow the trend. 

3efore presenting some of the aspects of an 
action program for mental health, I shall repeat a 
few of the principles upon which treatment pro- 
grams for the psychoses in hospitals are based. 
This approach is relevant for major mental illness 
is the source of public concern. 


Principles 

The early intensive treatment of acute mental 
illness results in a higher proportion of patients 
released from the hospital and a shorter period of 
hospitalization.t In this view small crises are the 
center of attention instead of large ones that rup- 
ture family relationships and extrude the offend- 
ing member from the home. When treatment is 
undertaken early, often a few days in the hospital 
eases the strain upon the family, permits the patient 
figuratively to pull himself together and once again 
to face the stresses in life. Recent studies have 
shown that when patient and family are treated 
simultaneously, the rate of successful outcome was 


*Delivered at Ray Hall, Butler Health Center, Provi- 
dence, Rhode Island, on April 27, 1961. 


increased from approximately 60 per cent to 80 per 
cent. When the family attitudes are not modified, 
chances of successful adjustment are reduced. Dis- 
tressing symptoms of mental illness can be relieved 
promptly when there is early application of indi- 
vidual or group psychotherapy, chemotherapy, or 
electric shock therapy in appropriate cases. 

Chronically ill mental patients can be motivated 
toward a more active social role. For many, illness 
represents a withdrawal. Hospitalization, in itself, 
has in the past extended illness. It has fostered iso- 
lation and regression. Patients living in a deprived 
setting where there was little interaction with 
others, little stimulation to participate in activities, 
and little motivation to change did not recover. 
Many became worse. 


With intensive effort, many patients who pre- 
viously were considered hopeless can now be 
rehabilitated. Prolonged intensive effort extended 
over two or three years, however, often is required 
to overcome handicapping chronic illness. The re- 
establishment of self-confidence and _ self-esteem 
may be aided through the formation of strong rela- 
tionships with some member of the staff or with a 
volunteer. 


A patient who had been ill for some twenty-seven 
years in the hospital showed gradual improvement 
when he found a member of the staff who took a 
personal interest in his progress and who helped 
him find a job. His relationships with others at the 
hospital improved. He secured a position in a 
bakery in South Boston. Gradually his skills im- 
proved. He could not face the anxiety of leaving 
the hospital and the isolation of living alone in a 
boardinghouse. For two years he worked in the 
bakery in town and returned to the hospital every 
night. Here he felt secure and enjoyed friends. The 
expressed interest and the comfort of trusted per- 
sons with whom he could talk gave him confidence 
at work. On the night plan, this man was able to 
make the transition to living alone. For a time he 
still returned to the hospital to visit his friends. 


He came to my office to tell me of his success and 
continued on next page 
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to show me his new suit. It was the first suit of 
clothes that he had been able to buy from his own 
earnings for twenty-seven years. 

Respect for patients is another principle that has 
been neglected in the regimentation of the over- 
crowded, understaffed, large public mental hos- 
pital. The number of patients willing to come to 
the hospital voluntarily is steadily increasing. The 
attitude toward patients is gradually changing. 
There is greater awareness of the dignity of the 
individual. Patients are given a greater share in 
their own management. Self-esteem and self-con- 
fidence are regained more easily in a supportive set- 
ting that avoids making the patient dependent. 

Participation in planning activities helps patients 
to regain respect and dignity. So does pay for work 
when employed. At a certain stage in the patient’s 
development, when he has performed well in hos- 
pital industry, it is helpful if he can receive a cash 
incentive. Learning to handle money, learning to 
be responsible for one’s self and learning to spend 
what one has earned to fill one’s own needs is part 
of rehabilitation training. 

\Ve have been successful, as have the Veterans 
Administration, in placing a number of patients, 
who have been ill for many years but who have 
performed well, in the Patient-Employee Program. 
Here they work at the standard expected of an 
employee. Patients on the program live in employee 
dormitories, pay for their room and board, and are 
held accountable for their actions. Over 60 per cent 
of those placed in the Patient-Employee Program 
have been able to rehabilitate themselves and to 
hold a job.* Pay for patients who work in the hos- 
pital, as a step in rehabilitation, is a widespread 
practice in Holland and in England. The expecta- 
tion that the patient on the open ward will manage 
his freedom, attend meals, bathe, report for treat- 
ment and work is met in most instances. The re- 
placement of external controls on behavior with 
inner controls is an experience in re-education not 
an incident achieved by turning a key in a lock. 

The need for continuing therapy during con- 
valescence and release from the hospital has made 
it necessary to integrate the efforts of many agen- 
cies to provide services to those who need them. 
The family physician, social agencies, welfare serv- 
ices, and the visiting nurse association, have a part 
to play in support of the released mental patients. 

Employers are usually intellectually willing to 
consider hiring a former mental patient. When an 
ex-patient admits to a mental illness he may be 
rejected. The excuse may be given that it raises 
the workmen's compensation rates to take the 
risk. When patients are prepared for employment 
through graduated work experiences and have 
demonstrated their capacity to adjust to others and 
to conceal their handicap, in most instances the 
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patient is ready for work and can find his own jo), 


Program 

During the past 30 years, community services to 
psychiatric patients have shown a steady growth in 
the United States. The growth has paralleled the 
number of specialists in psychiatry that have moved 
into private practice in the community. With more 
psychiatrists available, more general hospitals are 
willing to accept mental illnesses for therapy as 
they have consultants on their staff. 

With more psychiatric clinics, there have been 
more resources for the early treatment of acute 
mental illnesses. The results of early treatment 
have been sufficiently successful to induce others 
to come for help earlier than before. The willing- 
ness to seek help has increased admissions to psy- 
chiatric agencies and hospitals. 

In 1958, the total number of patients admitted 
to general hospitals for psychiatric illness, for the 
first time exceeded the admissions to state and fed- 
eral mental hospitals. 257,300 psychiatric patients 
were admitted to general hospitals.* About one half 
of all general hospitals surveyed had a full-time 
psychiatrist. One third of the general hospitals had 
psychiatric out-patient departments; one-fourth 
admitted mental patients into the hospital. How- 
ever, only 13 per cent of general hospitals stated 
they admitted all types of mental illness. Most pre- 
ferred to accept only neuroses, mild depressions, 
or psychosomatic disorders. 

Physicians in private practice, psychiatric clinics, 
and general hospitals tend to treat minor mental 
illnesses. The core problem is the major psychoses. 
Until very recently, only the mental hospital would 
accept psychotic patients for therapy. The major 
unfinished business in psychiatry is major mental 
illness.” Any action program to be effective must 
offer better ways to treat psychoses. There are some 
treatment plans that are worthy of replication in 
the United States. 

In Holland, after World War II, there was a 
marked shortage of mental hospital beds. Amster- 
dam, a city of a million people, had room only for 
1,000 admissions with pressure for many more. In 
order to control available beds, and to use limited 
resources wisely, a pre-hospital control service was 
established. Amsterdam was divided into five areas, 
each with two physicians and four nurses. It was 
soon found that pre-hospital service could prevent 
the admission of many patients who otherwise en- 
tered the hospital for screening, evaluation, and 
short-term therapy. This could be provided without 
a hospital admission in over half of the cases. The 
Dutch also found that if they followed patients who 
were released from the hospital into the community, 
support would often forestall a readmission and be 
successful in supporting the patient under transi- 
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tory stress while continuing at work or in the home. 
The continuity of information obtained in handling 
patients, both before and after hospitalization, was 
invaluable in decision making during a crisis. 

Currently, ten physicians and 20 nurses are able 
to keep some 6,000 patients in control. There are 
no more than 1,000 admissions from Amsterdam, 
a city of a million persons. The Boston State Hos- 
pital, alone, being one of many hospitals serving 
the residents of Boston, has 2,200 admissions per 
year. The Massachusetts Mental Health Center 
admits another 900 persons. Boston has 800,000 
people, fewer inhabitants than Amsterdam. This 
gives some idea of the value of the Amsterdam 
Health Service in reducing admission pressure in 
a large city. Its lessons can be applied in the United 
States. 

Similar findings developed in Nottingham, Eng- 
land, where the Mapperly Hospital with the local 
health officer, pooled medical and social work staff. 
Home visits to patients were made. The pre- and 
post-hospital services were directed to those who 
couldn’t come to the hospital or to the clinic, or 
who wouldn’t come. The success of home visiting 
and early treatment has been remarkable. 

Another exciting community mental health serv- 
ice is known as the Worthing Experiment,® Gray- 
lingwell Hospital, located in Chichester, England 
was 22 miles distant from Worthing, a city of 
160,000 people. In a mental health center, housed 
in a large old mansion, that offered multiple serv- 
ices of a home visiting service, an out-patient clinic 
and a day hospital, more than 1,100 admissions 
were handled in a year by a very small staff. What 
was more remarkable, about 67 per cent of the 
admissions that previously would have gone to the 
Graylingwell Hospital were successfully treated in 
Worthing on an out-patient basis without the 
necessity for in-patient care. 

The three experiments described deserve test- 
ing in the United States. In this country psychi- 
atric clinics have been utilizing long-term intensive 
psychotherapy nearly exclusively as a treatment 
modality. Only a few patients can be handled as a 
consequence. The cost of treatment is high. The 
[-uropean plan employs a relatively limited number 
of visits and short-term supportive psychotherapy. 
‘lhe cost per case is relatively low. Large numbers 
of persons with major illness have been successfully 
treated by a small staff. Research in the compara- 
tive efficacy of the two approaches is long overdue. 


One is heartened by the fact that since 1952 
there has been a 350 per cent increase in expendi- 
tures for community psychiatric services in the 
United States. This augurs well for the continued 
development of treatment facilities in the commu- 
nity. 
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Action Program of the Joint Commission on 
Mental Illness and Health 

In 1955 Senator Hill and Representative 
Fogarty of Rhode Island pressed in Congress for 
the passage of the Mental Health Study Act. This 
federal grant, made to the National Institute of 
Mental Health, financed the survey made by the 
Joint Commission on Mental Illness and Health. 
For the past six years it has made an extensive 
nation-wide study of the problem of mental illness. 
An action program has been suggested that will, 
for the first time, make possible a comprehensive 
attack on the total problem of psychiatric illness. 

It would be impossible in this review to give 
more than the barest outline of one or two recom- 
mendations made by the Joint Commission. Every 
citizen should read the volume titled, ACTION FoR 
MentTAL HEALTH, published by Basic Books in 
March of 1961. This useful volume lays the back- 
ground, in readable prose, for understanding the 
problem of mental illness, discusses the reasons for 
the lag in care, and suggests specific actions that 
can be taken to catch up. 

The final report of the Commission is the cul- 
mination of the long study by task forces that have 
published six independent reports of their findings. 
Three more reports are in press. In discussing the 
shortage in professional manpower, the gloomy 
prediction is made that the situation will worsen, 
not improve in the decade ahead. The shortage of 
psychiatrists and mental health workers is related 
to the deficit in professional manpower for teach- 
ers, physicians, and scientists alike. There is little 
likelihood that any ameliorative change will occur 
to relieve the shortage; for the high school and 
the college graduates are the manpower pool from 
which all of these groups draw. 

The long-range plan suggested seeks to salvage 
potential brain power that is lost between high 
school and college. It is amazing that of 2,000 of 
the brightest high school graduates, two thirds do 
not graduate from college. Only one third of the 
bright high school students go on to finish college. 
A change in social attitude toward education and 
financial assistance for those who can't pay high 
tuition charges will require a national effort. The 
national program undertaken must seek to interest 
American youth in the professional and, in par- 
ticular, careers in mental health. 

The Joint Commission report reviews the lag 
that has occurred in the study of human behavior, 
and finds that it is not realistic to launch any crash 
program in research. The approaches to research 
are essentially long range. Needed is a balanced 
portfolio of basic and applied research. The Com- 
mission recommends that a larger proportion of 


funds be invested in basic research and that long- 
continued on next page 
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term research be encouraged. At the same time 
there must be some support for risk ventures in 
persons and in ideas. The Commission urges also 
expansion of career support in research and of 
program research as against project research. 

The Commission makes extensive recommenda- 
tions for patient care that can only briefly be 
touched upon here. Because of the great shortage 
in professional workers, nonmedical mental health 
workers with training should be permitted to do 
short-term psychotherapy under the auspices of 
recognized mental health agencies. Secondary pre- 
vention, with early detection of mental illness, calls 
for attention to the counselors of troubled people. 
Persons with psychological orientation, with access 
to psychiatric consultation, can carry more of the 
load, particularly of the less serious disorders. 

It is also recommended that emergency care pro- 
grams be extended and that the first call on pro- 
fessional manpower be given to those with major 
mental illness. As I have stated earlier, every citi- 
zen is urged to read the action report. 


Recommendations 

Lastly I should like to suggest some ways in 
which citizens can assume a larger role in the 
development of the mental health program in the 
community :! 

1. Recognize the need for change in the treat- 
ment program for the mentally ill. The community 
process of discussion of problems creates the cli- 
mate in which progress toward program develop- 
ment for the care of the mentally ill may occur. 

2. Develop understanding by the public of the 
principles upon which psychiatric treatment pro- 
grams are based, learn the reasons new facilities 
and new programs are required, and what they may 
be expected to accomplish. 

3. Press for financial support of mental hospital 
treatment programs, particularly the public state 
hospitals. Recently, Doctor Harry C. Solomon 
made some interesting comparisons to illustrate the 
basis for the plight of the public mental hospital. 
For example, in the Boston State Hospital 115 
years ago, a day of patient care cost $1.00. The cost 
at the Massachusetts General Hospital at that same 
time was double that in the state hospital, $2.00 per 
day. In 1961 the cost of the day of care for a patient 
at the Boston State Hospital had increased to $3.00, 
while the cost at the Massachusetts General Hos- 
pital exceeded $32.00. The proportionate difference 
between the cost in the two institutions reveals the 
reasons for the shortage of staff and the inadequate 
resources present in the public state hospitals a 
century later. Budgets for state mental hospitals 
must double in the next five years and treble in ten.* 

+. Increase community tolerance for minor devi- 
ance. Open doors and increased privileges permit 
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patients to explore streets adjacent to the hospitil. 
The hospital’s sincerity and trust is tested when 
the patient goes home without authority. Neigh- 
bors may complain and threaten action to prevent 
“dangerous characters from running loose.” A 
group of petitioners in the neighborhood around 
our hospital recently brought their legislator to the 
superintendent’s office to protest the patients’ free- 
dom to wander in the community. They felt that it 
was dangerous for the patients to be on the streets 
without supervision. They were amazed when their 
attention was called to their lack of concern for 
their own children whom they permitted to play on 
the grounds of the Boston State Hospital without 
any fear for their safety. The difference seemed to 
be that the patients were on the inside of the fence, 
but so were their children. 

As the doors of our mental hospitals open more 
widely, patients will leave the grounds before the 
hospital is ready to approve their release. Although 
most will be greatly helped toward self-manage- 
ment, some will abuse the privilege and cause the 
community annoyance and some may even cause 
them harm. Patients are people and they act like 
people. Not all people behave the way we think 
they should. Statistics assure us, though, that most 
patients won't get into as much trouble, at least not 
in criminal behavior, as normal people will. 

5. Develop the willingness in employers to hire 
former mental patients. Grob recently interviewed 
200 employers in an important study of attitudes 
toward former mental patients.* About half the 
employers were much concerned about violence or 
destruction and the effects of pressure and speed 
upon one who had been mentally ill. Only 13 per 
cent of the employers knowingly hired a former 
mental patient during the three-year study period. 
As a consequence, expatients learned not to disclose 
their history of illness. When patients did so, most 
were successful in securing jobs. Positive attitudes 
toward mental illness help the patient’s acceptance 
on the basis of his productivity and on his capacity 
to get along on the job without causing disruption. 

6. Increase local participation in the treatment 
program for the mentally ill. Community psychi- 
atric facilities need support and extension. After- 
care services are needed for the returned patient 
and so are new treatment programs for the men- 
tally ill such as day hospitals, social centers, half- 
way houses and rehabilitation activities. 

These are but a few of the trends now established 
that foretell an exciting future in improved care and 
treatment of psychiatric illness. 
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ous Coo.ey! described the bone changes char- 
acteristic of the disease which now bears his 
name, there have been a number of reports in the 
literature of other disease entities capable of pro- 
ducing the “Cranium en Brosse” picture. In 1958 
Ascenzi and Marinozzi* first reported two pedi- 
atric cases of congenital heart disease with similar 
hone findings proven at autopsy. 

This report concerns a case in an adult and a 
review of the available world literature. 


Case Report 

Admission Number 568679. A thirty-two-year- 
old white male truck driver was admitted for the 
fourth time to the Rhode Island Hospital on No- 
vember 27, 1956 for venesection. He had been 
followed at the Cardiac Clinic since 1936, with the 
diagnosis of congenital heart disease, and he had 
been cyanotic since birth. This was thought to be a 
tetralogy of Fallot. Blood values determined one 
month prior to admission showed a hematocrit of 
92 per cent and a hemoglobin of 22.2 grams 
per cent. Two of his past admissions were due to 
gingival hemorrhage following tooth extractions. 
He had been admitted in 1945 with the tentative 
diagnosis of subacute bacterial endocarditis, al- 
though all blood cultures proved to be sterile. 

He had had scarlet fever in childhood. He was 
restricted from athletic activities but claimed to 
have been able to keep up with his contemporaries. 
There was a history of early squatting. For the 
past several years, he had worked as a full-time 
truck driver, having no significant complaints. 
Patient stated that he was able to climb two or 
three flights of stairs without marked dyspnea. 
However, dyspnea was mentioned frequently in 





*From the Departments of Cardiology and Radiology, 
Rhode Island Hospital, Providence, Rhode Island. Sup- 
ported by a grant from the John A. Hartford Founda- 
tion, Inc. 





the clinic record. System review was essentially 
negative. Patient denied chest pain, orthopnea, 
edema, palpitation, paroxysmal nocturnal dyspnea, 
and intermittent claudication. His weight was 
stable at 115 Ibs. Family history was noncontribu- 
tory. On physical examination the temperature 
was 98.2, pulse rate 68 per minute, respiration rate 
20 per minute, and the blood pressure 140/110 mm. 
Hg. He was a well-developed, thin white male, 
deeply cyanotic, lying quietly in bed in no apparent 
distress. He was alert and co-operative. The skin 
showed a dusky cyanosis but no petechiae or ecchy- 
moses were noted. The head showed a groove-like 
midline depression. Fundoscopic examination re- 
vealed engorgement of the retinal veins. Heart rate 
was normal but interrupted by frequent premature 
beats. The apex beat was visible and palpable in the 
fifth intercostal space at the anterior axillary line, 
12 centimeters from the mid-sternal line. A systolic 
thrill was palpable over the pulmonic area and the 
left sternal border. A grade IV harsh systolic mur- 
mur was noted over the entire precordium and was 
loudest over the pulmonic area and left sternal 
border with radiation to the axilla and neck. A dia- 
stolic murmur was not heard. The second pulmonic 
sound was equal in intensity to the second aortic 
sound. The lungs were clear to percussion and 
auscultation. There were no palpable abdominal 
masses. Marked clubbing of fingers and toes was 
present. Laboratory data obtained from November 
1956 to February 1958 are shown in Tables I and II. 

In addition spinal fluid examination performed 
on two occasions showed normal pressures, chem- 
istries, and cytological picture. The urine had a 
specific gravity of 1.006 and showed a 4 plus pro- 
teinuria. The sediment was unremarkable. Urine 
and blood cultures were sterile. A twelve lead 
electrocardiogram (Fig. 1) showed a regular sinus 
rhythm interrupted by frequent ventricular extra- 
systoles. The ORS complexes indicated marked 
right ventricular hypertrophy and strain, particu- 
larly in the precordial leads. 

A chest film showed a cardiac configuration 
typical of tetralogy of Fallot. The unusual and 
interesting roentgenological findings were those of 
the skull and femurs. Skull films (Figs. 2 and 3) 


showed a rather marked thickening of the vault, 
continued on next page 
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TABLE II, 


particularly involving the parietal bones and that 
portion of the frontal bone adjacent to the coronal 
sutures. The diploic layer in these regions showed 
considerable proliferation at the expense of the 
outer table which was markedly thinned out and in 
some places almost indistinguishable. On the AP 
films the thickening had produced a symmetrical, 
parietal bulging with a resultant sagittal groove. 
There was also increased porosity giving the cra- 
nial vault a somewhat spongy appearance, and 
there were perpendicular striations visible in both 
parietal regions which appeared as multiple, small, 
hair-like spicules standing on end. 

Both femurs (Fig. 4) were demineralized with 
irregular coarsening of the trabecular pattern. The 
medullary cavities were widened and there was 
diffuse thinning of the cortex. In addition, scattered 
ill-defined areas of rarefaction in the medullary 
canals were noted. The day following admission, a 
phlebotomy of 500 cc. was performed. Approxi- 
mately two hours after this was completed, the 
patient became comatose. On the second day definite 
signs of left facial and right hemiparesis appeared. 
He was comatose for three days, but on the fourth 
day, he awakened and responded to external 
stimuli. Some motor power returned to the right 


arm and leg for the first time on the sixth day. Ten 
days later, he seemed fully recovered except for a 
slight residual motor weakness on the right. How- 
ever, at the same time, patient developed acute uri- 
nary retention and severe subcutaneous bleeding 
in a girdle-like distribution about the hips and legs 
which persisted for several days and gradually 
faded. This was associated with severe intermittent 
diffuse abdominal pain. The combination of phle- 
botomy and subcutaneous bleeding reduced the 
hematocrit to a range of 55-60 per cent with a 
hemoglobin of 17-18 gms. In spite of the patient’s 
very stormy hospital course, he seemed to recover 
quite well over a period of time with only a slight 
generalized weakness and no residuals of his cere- 
bral vascular accident. The patient was discharged 
on the twenty-eighth hospital day. 

On his first visit to our Cardiac Clinic, he com- 
plained of shortness of breath and mild angina on 
exertion, and on subsequent follow-up, the patient 
became increasingly dyspneic and developed angina- 
like pain. His course in spite of digitalization was 
progressively downhill. He refused hospitalization 
and further studies, such as cardiac catheterization, 
in order to evaluate possible surgical correction. In 
February of 1958 he again entered the hospital with 











CRANIAL BONE 


evidence of a new cerebral vascular accident and 
was found to be in azotemia. He appeared at first to 
rally but then showed further evidence of renal 
failure and progressive cerebral damage and died 
on his eighth hospital day. No autopsy was 
obtained. 


Discussion 

The case presented has been sufficiently investi- 
gated to exclude the most common causes of hyper- 
plastic cranial changes. Certainly the absence of 
anemia, the normal hemoglobin electrophoretic 
pattern and the lack of increased resistance in red 
cell fragility exclude Cooley’s anemia as the under- 
lying cause. Similarly, other hemolytic diseases 
were eliminated. 

The literature contains a number of articles on 
disease entities producing hyperostotic lesions of 
the skull. These can be divided in two broad 
categories, depending on whether or not they are 
associated with an anemic or polycythemic state 
(Table III). By far, the most common cause of 
cranial changes is thalassemia major.*:+-° Since 
Cooley's original description was published in 1925, 
numerous reports have appeared in the literature. 
Subsequently, sickle-cell anemia*:*.* and sphero- 
cytosis*:*** infrequently were shown to produce 
similar changes. J. Caffey reports* that Cooley’s 
anemia frequently involves the frontal bone, 
whereas sickle-cell anemia and spherocytosis more 
often involve the parietal bones. Chronic malaria is 
cited as a rare cause.” Iron deficiency anemia was 
included for the first time by Eng® in 1958 with a 
single case report in a twelve-year-old Indonesian 
girl. Eight similar pediatric cases were subse- 
quently added in 1960.%:1° 

Cranial changes in association with polycythemia 
vera have been reported only by Dykstra and Hal- 
bertsma.'! This was a child first seen at the age of 
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FIGURE 1 


six and followed until death at the age of twelve. 
At age six, X-rays of the skull were normal. At 
postmortem examination six years later the typical 
cranial findings were found. It should be empha- 
sized that polycythemia vera in childhood is ex- 
tremely rare. On the other hand, bone changes have 
not been described in a large series of cases of poly- 
cythemia vera in adults.'” 

cont.nued on uext page 





FIGURES 2, 3 and 4 
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TABLE III 


Disease Entities Causing “Cranium en Grosse” 





I. In Association with Anemia 


Disease State Frequency 
Cooley’s Anemia Common 
Sickle-cell Anemia Infrequent 
Spherocytosis Rare 
Malaria ? 


Iron Deficiency Anemia Nine cases 
II. In Association with Polycythemia 
Polycythemia vera Childhood only 
Polycythemia secondary to Congenital Heart 
Disease — 
Children 
Adults 


One case 


One case 


Twelve cases 


2,13 
Authors’ 





Among the secondary polycythemias, only those 
due to congenital heart disease have been so far 
incriminated. An extensive review of the literature 
revealed only two cases, both reported by Ascenzi 
and Marinozzi in 1958.2 Antemortem laboratory 
data were incomplete but postmortem studies 
tended to rule out other causes. Later the same 
year, in a general review article on radiologic skull 
changes in systemic disease, ten cases were cited.1° 
However, no detailed report is given except that 
these hyperostotic cranial lesions were noted in 
children with cyanotic congenital heart disease. 

It is fairly obvious that the common denominator 
of all these disease entities that produce the 
“cranium en brosse” picture is bone marrow hyper- 
plasia. Cooley et al., in 1927! offered the explana- 
tion that these changes were the result of the reac- 
tion of the marrow to prolonged overstimulation 
beginning before the cortex is too firm to permit the 
overgrowth of marrow. They explain the striations 
and trabeculations as indicating replacement of ex- 
hausted marrow by new bone. These explanations 
are still valid. Abnormal endocrine factors and 
vitamin deficiencies have been implicated'* but not 
proven. 

The severity of the bone changes is apparently 
related to the severity, intensity, and duration of 
the hematological disorder. However, the fact that 
it is rarely found in cyanotic congenital heart dis- 
ease introduces an unknown factor or factors which 
yet have to be determined. Bone marrow hyper- 
plasia and whatever other unknown factors exist 
must occur in childhood, in order for the skeletal 
changes to take place. This also explains the ab- 
sence of similar cranial changes in secondary poly- 
cythemias developing late in life. 


SUMMARY 
An adult patient with hyperostotic cranial 
changes and tetralogy of Fallot is presented. The 
literature concerning this abnormality has been 
reviewed. Attention is called to the fact that while 


“cranium en brosse” is not infrequently noted 
among certain anemias its association with poly- 
cythemia secondary to congenital heart disease is 
uncommon. Twelve previous cases in children have 
been reported or cited. No previous report of this 
lesion in the adult has been found. 
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[ IS GENERALLY AGREED among doctors that the 
amount of instruction received in medical school 
in medicolegal medicine is altogether too scanty. 
Because of the lack of adequate instruction in this 
phase of medicine, the average physician dislikes 
appearing in court as a medical witness during his 
early years of practice. The nature of my practice is 
such that during the past several years I have had 
to appear in court as a medical witness on numer- 
ous occasions, with the result that I have been 
afforded frequent opportunities to improve my 
knowledge regarding this phase of medicine. The 
purpose of this paper is to share with my fellow 
practitioners some of the basic lessons that I have 
learned from actual experience as a witness, with 
the hope that it will be of help to the physician 
making infrequent court appearances. 

First, it would be best to state emphatically that 
the physician who does not wish to appear in court 
as a medical witness should not accept personal 
injury or compensation cases. When he accepts 
such cases, he becomes morally obligated to his 
patient or to the insurance carrier to appear in 
court if his testimony should be required. By the 
same token, the attorney requiring the physician’s 
testimony should forewarn the doctor well in ad- 
vance so as to allow him ample time to rearrange 
his daily schedule. It is not fair for an attorney to 
call a physician on the telephone at 1:00 p.m. and 
expect him to appear in court at 2:00 p.m. of the 
same day. 


Medical Records 

One must remember that every personal injury 
or compensation case is a potential medicolegal 
case. In view of this, it is of the utmost importance 
that the physician make detailed notes pertaining 
to the case. In addition to listing the name, sex, 
age, and occupation of the patient, notes on a per- 
sonal injury case should include: 1. a detailed his- 
tory, 2. physical examination findings, 3. labora- 
tory results, 4. diagnosis, 5. treatment rendered, 
6, causal relationship, and 7. prognosis. 


It is possible that if an adequate report has been 
prepared, testimony in court may not be necessary. 
A clear, complete report may result in the case 
being settled out of court between the lawyers for 
the plaintiff and the lawyers for the defendant. 
Good notes are advisable also because the case may 
not be heard in court until a few years after the 
patient was originally seen. In taking a history, the 
manner in which the accident occurred should be 
adequately detailed. It is not enough to say that the 
patient “slipped and fell down the steps.” If the 
steps were defective or there was water on the 
steps, it is important to state these facts. All sub- 
jective symptoms, no matter how trivial, should be 
listed, in spite of the fact that the examiner may feel 
that they will not be substantiated objectively. The 
examination should list all areas of tenderness, dis- 
coloration, swelling, limitation of function of the 
part, or parts involved. A description of the X-ray 
findings as well as a report covering the results of 
all diagnostic tests should be included. The diag- 
nosis should include all injuries sustained. It is not 
enough to list only the major injuries. 

All types of treatment should be listed. Any med- 
ication, immobilization of parts, operations, as well 
as physical and mental therapy, should be included. 

An opinion should be given as to causal relation- 
ship. If it is believed that there is no relationship 
between the objective findings and the manner in 
which the patient alleges that he sustained the 
injuries, the physician should so state in his report. 
If on the other hand, the examiner concludes that 
the findings are due to the accident in question, it 
becomes mandatory for him to make a specific 
statement to that effect. 

A good report should also give a prognosis when- 
ever possible. The purpose of giving a prognosis is 
to make known to both the plaintiff's attorney and 
to the defendant the possible or probable future 
course that the injury may take. This will aid attor- 
neys in handling the case. 


Willing or Unwilling Appearance 
It must be emphasized that if the physician has 
treated a personal injury case or has examined the 
case as an expert, he becomes morally obligated to 
testify in the case if he is requested to do so. The 


careful, intelligent lawyer will warn the doctor in 
concluded on next page 
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advance about the probable necessity of his appear- 
ance in court in a given case on a given date, so that 
the physician may make the necessary preparations. 
It is wise to review one’s notes prior to appearance 
in court, particularly if it has been a long period 
since the case was treated. It is much better and 
pleasanter to appear in court voluntarily than under 
subpoena. If the physician witness goes to court 
voluntarily, he will find that most attorneys and 
judges will try to make it as convenient for him as 
possible. However, if he refuses to appear volun- 
tarily and his testimony is required, he may be 
subpoenaed and thus required to appear in court at 
a time which is highly inconvenient. In addition, if 
he testifies as a result of being subpoenaed, his only 
remuneration will be the very nominal amount paid 
him when he is served with a subpoena. On the 
other hand, if he appears voluntarily he may make 
a reasonable charge for the time involved. As a 
subpoenaed witness, the physician becomes a com- 
mon witness, which means that he testifies only as 
to what he knows about the case, and is not re- 
quired to express opinions, unless he chooses to do 
so voluntarily. 

If the physician is subpoenaed without having 
been given an opportunity to state as to whether or 
not he would testify voluntarily, and he finds that 
it is inconvenient for him to appear at the time 
which the subpoena dictates, he may call the attor- 
ney who had the subpoena issued and ask for per- 
mission to appear at a more suitable time. If the 
attorney denies a reasonable request, in extenuat- 
ing circumstances it may be possible for the doctor 
to appeal to the judge, explain his plight, and hope 
that the judge may see fit to ease the doctor's 
dilemma. 


On the Witness Stand 

For appearances on the witness stand, I should 
like to offer the following simple suggestions: 
1. The witness’s clothing should be neat and con- 
servative. 2. His speech should be clear and loud 
enough so that it can be easily heard by those in 
the courtroom. 3. The witness should not be pre- 
tentious, pompous or argumentative. 4. He should 
be courteous at all times. 5. The witness should 
face the jury when speaking. 6. His answers to the 
questions asked by the attorney should be as direct 
as possible. 7. Lengthy medical terms should be 
avoided. If one must use medical terminology, it is 
advisable to explain in laymen’s language what is 
meant by the terms used. 8. If the witness does not 
know the answer to a question, he should not hesi- 
tate to say that he does not know. His statement 
that he does not know the answer to a question will 
be no reflection on his knowledge or intelligence. 
9. If he does not understand the question which is 
asked, he should so advise the interrogator. 10. All 
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records should be brought to court so that the wit- 
ness may refresh his memory. However, he must 
remember that if he uses his notes, the opposing 
attorney may exercise his right of examining them 
for the purpose of cross examination. 11. It is ad- 
visable that the witness be courteous, not only to 
the presiding justice, the jury, and to the attorney 
who requested him to testify, but also to the oppos- 
ing lawyer. One must remember that the opposing 
lawyer has nothing against the witness personally. 
He is merely trying to do his best for his client. 
12. Before answering a question, it is wise to hear 
the entire question and to be sure that the opposing 
attorney does not raise objections to that question 
before the answer to the question is started. 


Statistics 

It is interesting to note that statistically only a 
very small number of the total number of personal 
injury cases actually come to trial. I am informed 
by attorneys who handle a large number of personal 
injury cases that approximately 82 per cent of all 
personal injury cases are settled out of court. They 
further state that of the remaining 18 cases out of 
a hundred, approximately 13 to 15 cases are settled 
before they actually reach the trial stage. This then 
means that approximately only three to five per 
cent of personal injury cases actually come to trial. 
It is conceivable that properly prepared, detailed, 
unbiased medical reports could reduce even further 
the number of cases which come to trial. 


Fees 

I have purposely avoided a discussion of the 
subject of fees for testifying, as I consider this a 
personal matter. I believe also that the size of the 
fee should be dependent upon whether or not the 
witness is an expert in his field, and on the length 
of time that he has to spend away from his work to 
appear in court. Unless he considers himself a pro- 
fessional witness, a physician is entitled to feel that 
he is being paid for the time that he spends away 
from his regular work rather than for testifying. 


SUMMARY 

1. Physicians should not accept personal injury 
cases unless they are prepared to testify in court. 

2. Those who accept such cases should keep de- 
ailed records, including history, physical findings, 
treatment, laboratory studies, causal relationship, 
and prognosis. 

3. When the physician appears on the witness 
stand, he should dress neatly, speak clearly and 
audibly as he faces the jury, be courteous, and use 
laymen’s language insofar as possible. 

4. The witness should never forget that he is 
testifying under oath. 
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Introduction 


Db” ELEVATED BLOOD uric acid as well as ele- 
vated blood cholesterol play a role in the 
pathogenesis of arteriosclerotic heart disease and 
myocardial infarction? Laboratory studies per- 
formed on a group of 50 patients who have been 
observed as a part of the pilot study on myocardial 
infarction conducted at the Memorial Hospital 
show that blood uric acid levels are elevated more 
frequently than are blood cholesterol levels. 

The degenerative effect of uric acid on the vas- 
cular wall is well known.!:?;3-7 Clinical observations 
on the relationship between hyperuricemia and 
coronary artery disease date from 1880,?* but re- 
ports about elevated blood uric acid levels in myo- 
cardial infarction have been infrequent during the 
ensuing years. During the past five years, however, 
there have been several reports in the world litera- 
ture discussing the role of hyperuricemia in myo- 
cardial infarction. The purpose of this paper is to 
report on the incidence of hyperuricemia in 50 cases 
of acute myocardial infarction which have been 
under our observation. 


Material and Methods 

W: HAVE INCLUDED in our study 50 patients 

with the proved diagnosis of acute myocardial 
infarction admitted consecutively to the wards and 
private service of a general hospital. The diagnosis 
of myocardial infarction was made on the basis of 
the clinical history, the electrocardiogram, eleva- 
tion of sedimentation rate, elevated transaminase 
level, and fever. The electrocardiographic criteria 
were those established by the World Health Or- 
ganization in their bulletin No. 168, Hypertension 
and Coronary Heart Disease.'* Those patients who 
died within a few hours of hospitalization and upon 
whom serological examinations were not done were 
excluded from this study. No patient had a history 
of diabetes and there was only one with a previous 
history of clinical gout. There were no known blood 


dyscrasias. In particular, there was no correlation 
between either elevated hemoglobin or obesity and 
hyperuricemia as reported by Lewis and Gardner."* 
All but three patients were on a coumarin type of 
anticoagulant during their hospital stay. 

The blood uric acid determinations were done 
after the method of W. T. Caraway. The cholesterol 
was done by the modification of the Sperry-Schoen- 
heimer technique. The blood uric acid and cho- 
lesterol were considered to be abnormal only when 
in excess of 6 mg. and 250 mg. respectively. These 
tests were done within the first twenty-four hours 
after admission and on the sixteenth day of hospital 
stay. The accuracy of the laboratory determinations 
was assured by the use of unknown controls daily. 


Discussion 


The age range of the 50 patients under consid- 
eration was from 39 to 85; 35 were males and 15 
females. Thirty-eight of the patients survived (10 
females and 28 males), while twelve died (5 fe- 
males and 7 males ). Both uric acid and cholesterol 
were found elevated in 13 of the entire group with 
no predilection for either sex. The incidence of 
hyperuricemia was higher than that of hypercho- 
lesterolemia (29 over 20). Of the 12 patients that 
died, eight had hyperuricemia and two hypercho- 
lesterolemia. In general no effort was made to cor- 
rect these elevated levels during the hospital stay 
except that the majority of cases were placed on a 
low cholesterol diet. Byshydroxycoumarin* and 
biscoumacetate® have been reported to have urico- 
suric properties but in our series there was no evi- 
dence of this. No blood dyscrasias were present in 
the group with elevated uric acid. Chronic renal 
disease with an elevated blood urea nitrogen 
(BUN) is sometimes associated with an elevated 
uric acid; but in our cases there was no relation- 
ship. Thus, where the BUN was 14 mg., uric acid 
was found to be 16 mg. in one instance, while a 
BUN of 71 was associated with a uric acid of 6.5 
in another. Thiazide drugs have been known to 
precipitate attacks of gout, but were not a factor 
in any of our cases. 

The relationship between hypercholesterolemia 
and the pathogenesis of arteriosclerotic myocardial 
infarction is widely accepted today, but the role of 


uric acid is rarely mentioned. In our group of cases 
concluded on next page 
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hyperuricemia was present with a greater frequency 
than hypercholesterolemia. Gertler and Associates 
in 1951!" stressed the potential importance of this 
in coronary problems. He reported, in a group of 
92 males under the age of 45 who had experienced 
a myocardial infarction, an incidence of hyperuri- 
cemia, of 48 per cent whereas the incidence in a 
random population study was 3 to 6 per cent. Drey- 
fus and Czackes* have also mentioned the increased 
incidence of elevated uric acid in recognized coro- 
nary artery disease. 

What part does uric acid play in the development 
of vascular lesions? Traut and his Associates! in an 
article concerning the specific vascular changes in 
gout indicate that “‘arterial disease is suspected as 
an inevitable as well as the most serious complica- 
tion of gout.” Others,® have written concerning the 
high incidence of atherosclerosis as a complication 
of gout. Urate deposits are occasionally found in 
arteries and in the myocardium*:!* at postmortem. 
Perhaps more specific efforts should be made to 
show urates in the arterial walls of coronary pa- 
tients. It has been suggested that uric acid is a 
surface-active agent and may cause subintimal 
injury and deposition of lipids thus initiating 
atherosclerosis. Heredity has been implicated in the 
genesis of atherosclerosis, and both hyperuricemia 
and hypercholesterolemia are inherited as simple 
mendelian dominant characteristics. 

The association of hyperuricemia and gout with 
atherosclerosis is not a new concept. In 1880, a 
famous Italian clinician stated, “I have observed 
many cases of angina in people with gout, and often 
very severe forms of it. Because of this, I have the 
habit when I see angina pectoris in an adult, robust 
individual without any significant signs of disease 
of the heart or aorta, always to look for signs of 
gout, latent or manifest, or even a family history. 
For to me, this important question must be an- 
swered. Is angina pectoris in gouty individuals 
caused by gout or by changes that gout may pro- 
duce in the heart and coronary arteries 7’ Later in 
his chapter about angina pectoris, we read, “If we 
take into consideration the few cases where autop- 
sies were performed on people with gout, we must 
say that significant lesions were found in the aorta, 
coronary arteries, pericardium, and myocardium 
itself. From this, we can state that angina pectoris 
in gouty individuals is a symptom of these lesions 
and not of gout. We can certainly accept, with limi- 
tation, the theory that uric acid when it is increased 
in the blood may damage any organ, and even with- 
out producing demonstrable lesions may cause 
functional and transient disorders at the begin- 
ning.” This was written 80 years ago and in the 
interim very little new has been contributed to our 
knowledge of this problem. 

It seems logical to conclude on the basis of our 
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50 cases and the reports of others that hyperuri- 
cemia and hypercholesterolemia are frequently 
associated in acute myocardial infarction. 

Considerable therapeutic effort is directed at 
attempts to lower blood cholesterol in the patient 
with coronary sclerosis. Perhaps an effort should 
be made at reducing blood uric acid levels when 
they are found elevated in coronary patients or in 
asymptomatic individuals with a family history of 
heart disease. Fortunately, several uricosuric drugs 
are available, and the controlled use of them in the 
treatment and prophylaxis of coronary artery dis- 
ease may be of value.® 


Summary 

Among fifty patients with acute myocardial in- 
farction admitted to a community hospital during 
a six-month period, hyperuricemia was found more 
frequently than hypercholesterolemia. Of the 12 
patients who did not survive, eight had elevated 
blood uric acid, while two had elevated blood cho- 
lesterol. The possible importance of uric acid in 
relation to atherosclerosis and certain therapeutic 
implications of this relationship are suggested. 
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Diagnosis 

| ea asieniboo ETRY: In a physician’s office the 

most accurate and convenient method is that of 
Sahli. This method is capable of an accuracy of 
plus or minus 0.5 gram of hemoglobin per 100 ce. 
of blood. In the important range of 10-15 grams of 
hemoglobin, this represents an error of plus or 
minus 5 per cent which compares favorably with 
that obtained by the most refined photoelectric 
methods. The accuracy of what appear to be more 
convenient methods, such as the Tallqvist scale, is 
so low as to be of no value as a screening test for 
anemia. The need for maintenance and accurate 
standardization of the more refined photoelectric 
equipment available for hemoglobinometry makes 
such instruments unsuitable for office use. Large 
laboratories, in particular hospital laboratories, on 
the other hand can afford to spend the time and 
effort to standardize and maintain these instru- 
ments ; hence they are suitable for such institutions. 
One should not, however, expect accuracy greater 
than plus or minus 7 per cent for data obtained 
with them, the reproducibility being only plus or 
minus 5 per cent to which must be added the error 
which occurs in the collecting of the specimen. The 
micro-hematocrit determination is actually a more 
suitable method for the screening of patients for 
anemia since in this method errors in collecting the 
blood specimen are eliminated. Micro-hematocrit 
determination would be highly suitable for office 
use except that the instruments are far more expen- 
sive than the simple Sahli apparatus, and the con- 
siderable noise produced by the centrifuge makes 
it unsuitable in most offices. Since most hospitals 
find it expedient to maintain a photoelectric instru- 
ment for hemoglobin determination, it is probably 
best to use both hemoglobin and micro-hematocrit 
determination when screening for anemia in a hos- 
pitalized patient. 


Normal Values: Regardless of which method of 
hemoglobin determination is chosen, a clear under- 
standing of normal values is obviously essential. 


Rather than rely on an arbitrary percentage of 
normal, the physician should keep clearly in mind 
the lower limits of normal values for males and 
females. These are 14.0 grams and 12.0 grams of 
hemoglobin per 100 ml. of blood respectively, and 
volume of packed cells (micro-hematocrit) of 40 
per cent and 37 per cent respectively. Unless it is 
known that a particular individual normally runs 
hemoglobin or hematocrit values higher than these 
limits of normal, a diagnosis of anemia should not 
be made unless values less than these are obtained. 
Conversely, a diagnosis of polycythemia should not 
be made unless hemoglobin values above 16.0 grams 
for women or 18.0 grams for men are found and 
the hematocrit is above 47 per cent or 54 per cent 
respectively. As the range of normal is consider- 
able, an accurate determination of the hemoglobin 
or micro-hematocrit should be an essential part of 
a routine physical examination since, by having 
data available for comparison, minor degrees of 
anemia may be detected at a later time. Because 
of the standard error which obtains in hemoglo- 
binometry, a change of less than 10 per cent should 
not be considered significant either in hemoglobin 
or micro-hematocrit. 


Classification 

The cause of anemia often becomes apparent in 
the course of history taking and physical examina- 
tion. In many such instances the cause of the anemia 
is clearly secondary to some other disease, and the 
classification of the anemia is then no diagnostic 
problem. If the anemia, however, is the only clearly 
recognizable major abnormality after an exhaustive 
history and physical examination have been done, 
then an attempt to classify the anemia into broad 
categories becomes desirable. It is becoming more 
and more apparent that primary reliance on the 
so-called red cell indices is fraught with pitfalls, 
not only because the laboratory determinations 
from which the indices are calculated are subject to 
errors, but also because the resulting artificial cate- 
gories are usually of little help in arriving at a diag- 
nosis and even less help in the management of a 
problem case. Thus, macrocytic indices are by no 
means synonymous with pernicious anemia, or even 
vitamin deficiency states, because in fact macrocy- 


tosis is seen in hemolytic anemia and a variety of 
continued on next page 
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nonrelated anemias. Also, the vast majority of 


problem anemias are normochromic and normo- 
cytic, and represent a great variety of disease proc- 
esses. On the other hand, the recognition of hypo- 
chromia is very useful because it focuses attention 
on two categories of anemias, namely iron defi- 
ciency, and hemoglobin disorders such as Mediter- 
ranean anemia. While there is no denying that the 
blood indices are fairly accurate in recognizing 
hypochromia, the inspection of a blood smear allows 
the same conclusion to be drawn not only more 
quickly, readily, and cheaply, but more reliably. 
Inspection of the blood smear also allows for recog- 
nition of the typical oval macrocytes of pernicious 
anemia and related states. Through inspection of 
the blood smear one may recognize the double pop- 
ulation of round macrocytes and microcytes of 
hemolytic anemia and the variation in size and 
shape of other characteristic anemias, none of which 
is detected by the indices which represent only an 
average of all cells. 

Rather then rely on indices, it is much more use- 
ful to classify anemias as being due to (1) blood 
loss, (2) excessive blood destruction, or (3) bone 
marrow failure. Blood loss is often apparent from 
the history, but at times repeated stool examina- 
tions for occult blood are necessary. Excessive 
blood destruction, i.e. hemolysis, can be ruled out 
if the reticulocyte count is below 7 per cent. The 
broad categories of bone marrow failure may be 
divided into four subcategories. These are: 1. the 
deficiency states (iron deficiency, pernicious anemia, 
anemia of myxedema ) ; 2. the congenital hemoglo- 
binopathies (Mediterranean anemia and sickle-cell 
anemia); 3. bone marrow invasion (lymphomas, 
leukemias, and other malignancies ) ; and 4. chronic 
infections and other chronic debilitating diseases 
such as uremia, liver failure, and the connective 
tissue disturbances. Only a careful weighing of all 
the available evidence including platelet counts, 
reticulocyte counts, blood chemistries, and bone 
marrow aspiration allows for a definite identifica- 
tion of an anemia suspected to be due to bone mar- 
row failure. 


Specific Illnesses 

Iron deficiency and hemoglobinopathies: In this 
area, nutritional iron deficiency is probably the most 
common anemia in children and usually poses no 
diagnostic or therapeutic problem. In adults, iron 
deficiency anemia must always be thought to be 
due to abnormal blood loss since nutritional iron 
deficiency as the sole cause of anemia in adults is 
practically non-existent. Since both iron deficiency 
and Mediterranean anemia are hypochromic, con- 
fusion between the two entities is common. Table I 
lists the points helpful in the differential diagnosis. 
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TABLE I 
Iron Deficiency Mediterranea 

Anemia Anemia 
Hypochromic Slightly Markedly 
Poikilocytosis None Moderate 
Variability Variable Constant 
Family Incidence None Familial 
Serum bilirubin Low Normal to 


elevated 





Of the differences pointed out in the table, the con- 
stancy of the anemia in Mediterranean anemia is 
probably the most helpful diagnostic feature. In 
Mediterranean anemia the level of the hemoglobin 
is always the same. In iron deficiency, because of 
the variability of blood loss and iron intake, the 
level of the hemoglobin is apt to vary over a period 
of time. 

The management of these illnesses is, of course, 
entirely different. Mild Mediterranean anemia with 
hemoglobin values as low as 10.0 grams is com- 
patible with normal life and normal activity, and 
should not be considered the cause of symptoms. 
There is no treatment for this condition except 
transfusions, which should be reserved for the more 
severe cases. In iron deficiency anemia, on the 
other hand, the main problem is the determination 
of the cause of blood loss and its treatment. In the 
more severe cases of Mediterranean anemia, in 
which splenomegaly and jaundice are frequently 
noted, a hemolytic component is often present. This 
can be confirmed by means of radiochrome labeled 
red cell survival. If significant blood destruction is 
found, splenectomy has often been beneficial in 
reducing the transfusion requirement. 

Mediterranean anemia is actually only one of 
many congenital hemoglobin abnormalities. These 
types of hemoglobins have been named hemoglobin 
A, C, D, E, F, G, H, I, J, K, and S. Hemoglobin A 
is that found in the normal adult. Hemoglobin F 
is the hemoglobin formed by the human fetus, and 
is also found in variable amounts in adults afflicted 
with some of the other hemoglobinopathies. Hemo- 
globin S is perhaps best known since it is the 
hemoglobin of sickle-cell disease. In their mild 
forms all the hemoglobinopathies are similar to the 
mild form of Mediterranean anemia; the anemia 
is mild and of constant severity, and there is hypo- 
chromia, target cell formation, and moderate poiko- 
locytosis. The severe forms are found whenever 
hemoglobin S, the sickling hemoglobin, is present 
either in the homozygous form, or combined with 
one of the other (hemolytic crises). Thus, the 
patient who has inherited the sickle-cell trait from 
both parents and the patient who has inherited 
sickle-cell trait from one parent and another hemo- 
globinopathy from another parent are both subject 
to severe hemolytic crises. The various hemoglobins 
can be identified by means of paper electrophoresis 
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which is now a widely used laboratory procedure. 
The test basically consists of placing a drop of he- 
moglobin solution at one end of a wet paper strip. 
A constant electric current is then applied to the 
paper and the various hemoglobin components then 
travel along the paper at varying rates. It is this 
varying rate of migration which allows for the iden- 
tification of the various hemoglobins. Hemoglobin 
A,C, D, E, F, and S migrate at different speeds and 
are readily identified. The hemoglobin of Mediter- 
ranean anemia, however, travels at the same speed 
as hemoglobin A, the normal adult hemoglobin. 
Mediterranean anemia, thus, cannot be diagnosed 
by electrophoresis. Hemoglobin F is not a cause of 
human anemia, but rather occurs in hemoglobino- 
pathies as a compensatory mechanism. It has now 
been established that the various hemoglobino- 
pathies are caused by very slight changes in the 
composition of the globin portion of the hemoglobin 
molecule. When these changes alter the electrical 
charge of the molecule, as occurs in hemoglobin C 
or D, then alterations in the electrophoretic pattern 
are produced. On the other hand if, as occurs in 
Mediterranean anemia, the alterations of the mole- 
cules do not produce a change in the electric charge, 
then the molecule has an electrophoretic pattern 
identical with that of normal hemoglobins. Medi- 
terranean anemia can thus be defined as an altera- 
tion in the hemoglobin molecule which, purely as a 
matter of coincidence, does not produce a change in 
the electrophoretic pattern. The other hemoglobino- 
pathies are characterized by a similar type of change 
in the hemoglobin molecule which, however, results 
in a change in the electrophoretic pattern. 
Pernicious Anemia: The diagnosis of pernicious 
anemia is usually suspected clinically and is con- 
firmed by the characteristic appearance of the 
blood smear and bone marrow. Recent studies have 
shown that the characteristic changes in the blood 
and bone marrow are obliterated by energetic trans- 
fusions and that the bone marrow picture loses its 
diagnostic features within a few hours after the 
administration of liver, Vitamin By»s, or folic acid. 
Hence it is essential to avoid transfusions and anti- 
pernicious anemia therapy in all cases where per- 
nicious anemia could possibly be suspected until 
the diagnosis has definitely been established. In 
spite of the many oral preparations available for 
the treatment of pernicious anemia, the convenience 
and 100 per cent effectiveness of 30 micrograms of 
By2 given parenterally once a month make this still 
the treatment of choice. 


Pernicious anemia and pernicious anemia-like 
diseases are now clearly recognized as due to defi- 
ciency of vitamin By» or folic acid. In classical per- 
nicious anemia vitamin By. is not absorbed by the 
small bowel because of a deficiency of a factor in 
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gastric mucus. This intrinsic factor is needed to 
enable Bj» (extrinsic factor ) to be absorbed by the 
small bowel. Nutritional “pernicious anemia” is 
due to failure of adequate By, intake over a period 
of many years. In sprue the accompanying “per- 
nicious anemia” is due to failure of intestinal ab- 
sorption in spite of adequate intrinsic and extrinsic 
factors. Finally, in pernicious anemia of pregnancy 
the deficiency apparently is usually one of folic acid 
intake. 

The Schilling test allows differentiation of some 
of the pernicious anemia-like entities. The test is 
essentially a measure of oral vitamin By. absorp- 
tion. Thus, when the tissues are saturated with By», 
additional B,2 administered by the oral route will 
be excreted in the urine if it is absorbed by the 
intestine, but will not be excreted in the urine if 
it is not so absorbed. The test consists, therefore, 
of administering a large dose of By. intramuscu- 
larly and at the same time giving the patient a 
small dose of radioactive By: by mouth. Failure to 
recover at least 5 per cent of radioactivity in the 
urine during the next 24 hours indicates inade- 
quate intestinal absorption, which could be due 
either to intestinal malfunction (sprue) or failure 
of the stomach to produce intrinsic factor (clas- 
sical pernicious anemia). Adequate recovery of 
radioactivity in the urine in a patient with a per- 
nicious anemia-like blood and bone marrow picture 
would indicate that the patient is suffering from 
nutritional By» or folic acid deficiency. Treatment 
in such cases would consist of adequate oral intake 
of these agents. The danger of folic acid adminis- 
tration in pernicious anemia has been well docu- 
mented. It is now also realized that it is dangerous 
to administer folic acid routinely to well people ; if 
they later develop pernicious anemia the folic acid 
will hide the anemia and will result in severe neuro- 
logical disease. On the other hand, large doses of 
folic acid are often needed in sprue and in perni- 
cious anemia of pregnancy, and small doses (one 
mg. per day) in nutritional pernicious anemia-like 
states. 


Hemolytic Anemuas: The life span of the normal 
red cell is approximately 100 days. This means that 
in the normal individual one per cent of the circu- 
lating red cells are destroyed each day and that a 
similar number is released into the blood stream 
from the bone marrow daily. The rate of replace- 
ment is readily measured by the reticulocyte count. 
These cells normally make up one per cent of the 
circulating red cells. If there is excessive destruc- 
tion of the red cells, the bone marrow will attempt 
to compensate for this by increasing the numbers 
of young blood cells released into the circulation. 
The bone marrow is capable of regenerating red 
cells at seven times the normal rate. Therefore, if 


excessive blood destruction (hemolysis ) exists, the 
continued on next page 
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patient will not become anemic until the rate of 
destruction exceeds seven times the normal. Up to 
this level, the reticulocyte count rise is proportion- 
ate to the degree of blood destruction, so that at a 
red blood cell destruction of seven times the normal 
rate, the reticulocyte count will be 7 per cent and 
the patient will not be anemic. At this level the life 
span of the red cell is 1/7 of 100 days, i.e. approxi- 
mately two weeks. 

The most common forms of hemolytic anemia 
are basically of three types. The first is congenital 
hemolytic anemia, now usually referred to as con- 
genital spherocytosis. The second is acquired hemo- 
lytic anemia. The third is hemolytic anemia secon- 
dary to some other condition usually associated 
with a large spleen and multiple transfusions, such 
as severe Mediterranean anemia mentioned above. 
Contrary to the usual assumption, hemolytic 
anemia need not be severe, nor is it usually asso- 
ciated with either clinically recognizable jaundice 
or splenomegaly. In the congenital type, the anemia 
is usually mild during remissions and severe dur- 
ing the short-lived crises. The anemia is due to a 
congenital defect of the red cell membrane which, 
however, is not present in all the red cells of any 
given patient. The affected cells are recognized as 
spherocytes in the blood smear and usually make 
up about 25 per cent of the circulating red cells. 

\When cells are destroyed very rapidly by the 
spleen, the bone marrow is called upon to replace 
red blood cells at a more rapid rate than in the 
normal individual. This rapid regeneration is rec- 
ognized by a reticulocytosis of 7 per cent or more. 
Even if in congenital hemolytic anemia red cell 
destruction occurs at seven times the normal rate, 
reducing red cell survival from a normal 100 to 
14 days, the bone marrow can compensate for this 
and such patients will have normal hemoglobin 
values with a reticulocyte count of 7 per cent. In 
the vast majority of patients with congenital hemo- 
lytic anemia, such a compensated state occurs. 
Hence, the majority of patients with congenital 
hemolytic anemia are either not anemic or suffer 
only from slight anemia, but have a reticulocytosis 
of 7 per cent or slightly more. Splenomegaly, how- 
ever, occurs in the majority of these cases. Con- 
genital hemolytic anemia is frequently not rec- 
ognized until complications have occurred. The 
condition may be recognized during a routine phys- 
ical examination by inspection of a blood smear, 
noting the presence of spherocytes; the diagnosis 
can then be confirmed by a reticulocyte count. 

The most serious complication of congenital 
spherocytosis is the crisis. This has been shown to 
be due not to acceleration of the hemolytic process, 
but to temporary bone marrow depression, usually 
following a mild virus infection. It is thought that 
virus infections generally depress the bone mar- 
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row ; since the red cell turnover in the normal itidi- 
vidual proceeds at a very slow rate, no significant 
anemia results. In the patient with congenital hen \o- 
lytic anemia, however, with a seven times noriial 
rate of regeneration, the same degree of bone miar- 
row depression results in severe anemia. Because 
the crisis is due to bone marrow depression rather 
than excessive hemolysis, patients in crisis do not 
have any increase in jaundice nor a further increase 
in reticulocytes. As a matter of fact, the bone mar- 
row depression results often in a reduction of 
reticulocytes and the disappearance of the charac- 
teristic spherocytes. Thus, the recognition of con- 
genital hemolytic anemia in crisis is difficult and 
the diagnosis is frequently missed. In addition to 
crisis, the complications of congenital hemolytic 
anemia include gall bladder disease at an early age 
due to excessive pigment turnover, and ulcers or 
abnormal pigmentation in the legs the mechanism 
of which is obscure. These findings should arouse 
a suspicion of congenital hemolytic anemia. Sple- 
nectomy prevents the complications of this disease, 
although it does not affect the basic cause. 

In acquired hemolytic anemia the cause of hemol- 
ysis is not a congenital defect of the red cell mem- 
brane but an acquired antibody which apparently 
coats the patient’s red cells and makes them more 
susceptible to destruction in the spleen or other vas- 
cular beds such as possibly the lung and the liver. 
Only very rarely can serum from a patient afflicted 
with hemolytic anemia actually be shown to cause 
agglutination or hemolysis of red cells. For clinical 
purposes, however, demonstration of the antibody 
of acquired hemolytic anemia is accomplished by 
the Coombs test. The Coombs serum is prepared by 
injecting a rabbit with human globulin. The rabbit 
then produces an antibody to the human globulin 
and the serum of such sensitized rabbits, which 
contains this antibody to human globulin, is the 
Coombs serum. In acquired hemolytic anemia, 
when the patient’s cells are exposed to the Coombs 
serum, agglutination of these cells results. It is 
assumed that the red cells are coated with antibody 
which, being a globulin, is attacked by the globulin 
antibody in the Coombs serum with resulting 
agglutination of the cells. While there are many 
theoretical objections to this theory of the mechan- 
ism of the Coombs test, the theory is a clinically 
useful explanation of both the Coombs test and the 
mechanism of acquired hemolytic anemia. In order 
to diagnose acquired hemolytic anemia, a positive 
Coombs test is essential. In the performance of the 
test, before the red cells are mixed with the Coombs 
serum, they must first be repeatedly re-suspended 
in saline solution to remove all traces of serum from 
the mixture, since otherwise the Coombs serum 
will attach itself to the globulins in solution rather 
than to the globulins coating the red cells. For this 
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reason, the test is not suitable for office use. 

Acquired hemolytic anemia is usually recognized 
when there is severe anemia, slight jaundice, and a 
positive Coombs test. There is always marked reti- 
culocytosis. Transfusions are of questionable value 
and may even be dangerous because the transfused 
cells are hemolyzed, thus adding to the difficulty of 
bilirubin metabolism and even causing hemoglo- 
binemia and renal shutdown. This is in contrast 
to the situation in congenital hemolytic anemia, 
where transfusions are useful since only the pa- 
tient’s own cells are subject to hemolysis, and trans- 
fused cells are not hemolyzed. Steroids almost 
always produce a remission of the disease, but com- 
plete recovery is very rare. A compensated state 
with no, or very little, anemia and moderate reticu- 
locytosis is common after an acute attack even after 
treatment has been discontinued. There may even 
be no hemolysis at all. Yet, the Coombs test remains 
positive and such patients are subject to recurrence 
of severe hemolytic crises. Splenectomy sometimes 
results in considerable amelioration of the disease, 
but should not be done unless there is evidence that 
most of the hemolysis takes place in the spleen. A 
patient cannot be considered cured unless the 
Coombs test remains negative after treatment has 
been discontinued. 

The use of red cell survival test. Diagnosis and 
treatment of hemolysis: Until approximately five 
years ago, the determination of red cell survival was 
a cumbersome procedure and depended upon in- 
jecting into the patient large amounts of blood from 
a donor with another blood group without at the 
same time producing a transfusion reaction. Thus, 
by transfusing an A patient with O blood and then 
doing red counts using A antiserum, the non- 
agglutinated red count served as a measure of sur- 
vival of the transfused cells. More recently, it has 
been shown that radioactive chromium will attach 
itself to red cells. As these red cells are destroyed, 
the radioactive chromium is released and excreted 
in the urine. The test is performed by taking 50 cc. 
of either the patient’s or a compatible donor's blood, 
incubating it with radioactive chromium, adding 
vitamin C to reduce the chromium not bound to the 
red cell (thus facilitating its immediate excretion ), 
and then injecting the blood into the patient. Fol- 
lowing the injection, blood samples are taken from 
the patient, the first one usually after about an hour, 
and subsequent ones depending on the presumed 
life span of the injected cells. When all the speci- 
mens have been collected, their radioactivity is de- 
termined, a graph constructed, and from this the 
life span of the injected red cells is calculated. Three 
factors cause progressive decrease in the radioac- 
tivity of the blood samples drawn. These are: (1) 
the decay of the radiochromium (2) the elution of 
chromium from the red cells (3) the destruction of 
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the red cells. In plotting the survival curve, a cor- 
rection is always made for the radioactive decay, 
but practice varies with regard to elution. Because 
of these factors, red cells survival by the radio- 
active chromium method does not follow a straight 
line and is somewhat less than 100 days. To avoid 
this difficulty, red cell survival is expressed in terms 
of half life, which for radiochromium is between 40 
and 45 days. A half life of six days, for instance, 
would indicate red cell destruction at seven times 
the normal rate and would ordinarily be an indica- 
tion of a compensated hemolytic anemia with the 
patient not anemic and having a reticulocyte count 
of 7 per cent. The clinician must usually decide at 
what intervals blood samples should be drawn; 
whether to use patient or donor blood, and to assure 
that the blood used is re-injected within a few hours 
after it has been obtained. It is clear that for a sus- 
pected life span of 14 days, as occurs in compen- 
sated hemolytic anemia, radioactivity will have dis- 
appeared after about 10 to 12 days; hence, there is 
no need for drawing blood samples beyond this 
period, and enough samples must be drawn during 
this period to allow a graph to be constructed. As 
to the choice of patient or donor blood to be used 
for the test, the following considerations will 
usually be helpful in making a proper decision. In 
acquired hemolytic anemia both patients’ cells and 
donors’ cells are subject to hemolysis, while in con- 
genital hemolytic anemia only the patient’s cells 
will be hemolyzed. Thus, if in a patient with con- 
genital hemolytic anemia an attempt is made to 
determine red cell survival by injecting labeled 
donor’s cells, the life span of these cells will be 
normal, the radioactivity will persist for approxi- 
mately 45 days, and no new test using patient’s 
cells can be done until after this period. On the 
other hand, if in a patient with chronic hemolytic 
anemia red cell survival is measured by using his 
own cells, the label will disappear in approximately 
10 to 14 days and another test with donor cells 
should then be performed. Thus, if it is known that 
the patient hemolyzes, determination of red cell 
life span with donor cells can be performed to rule 
in or out acquired hemolytic anemia. If survival is 
normal, then the patient has congenital hemolytic 
anemia and splenectomy should be done. If on the 
other hand, it is not clear whether the patient has 
hemolysis or not, then his own cells should be used 
first. If this test shows that hemolysis is present, 
another test with donor cells can be performed two 
weeks later. 
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Fiske Fund Prize Dissertation 


1961 


The Trustees of the Fiske Fund of The Rhode Island Medical 
Society announce the following subjects for the Prize Dissertation 
of 1961: 


“Recent Advances in the Treatment of Malignant Disease” 
& 
“Current Status of Cardiac Surgery” 


For the best dissertation on either subject worthy of a premium 
they offer the sum of three hundred dollars ($300.00). The dis- 
sertation will be particularly graded on the basis of original work 
by the author. Each competitor for the premium is expected to 
conform with the following regulations: 


To forward to the secretary of the Trustees on or before the 
eleventh day of December, 1961, free of all expense, a copy of his 
dissertation with a motto thereon, and also accompanying it a 
sealed envelope bearing the same motto, inscribed on the outside, 
with his name and address within. 


Previously to receiving the premium awarded, the author of the 
successful dissertation must transfer to the Trustees all his right, 
title and interest in and to the same, for the use, benefit, and advan- 
tage of the Fiske Fund. 


Dissertations, other than the successful one, will be returned to 
the authors. 


The dissertations must be typewritten, double spaced on stand- 
ard typewriter paper, and should not exceed 10,000 words. 


SECRETARY to the TRUSTEES Samuel Adelson, M.D. 
John E. Farrell, Sc.D. Frank I. MATTEO, M.D. 
106 Francis Street ARTHUR E. Harpy, M.D. 


Providence 3, Rhode Island TRUSTEES 






































A.M.A. AND ITS AUXILIARY 


s ONE of the smallest segments in the American 
Medical Association the Rhode Island constitu- 
ency seldom is in a position to place any of its 
members in top positions in the administrative 
framework of the organization. But at the recent 
June session—the 110th annual meeting of 
the American Medical Association — two Rhode 
Islanders, Doctor Charles J. Ashworth and 
Mrs. H. Frederick Stephens — won outstanding 
recognition. 

Doctor Ashworth, president of Physicians 
Service, a past president of the Society, and for 
seven years a delegate to the A.M.A. from our 
Society, was elected by the House of Delegates to 
a five-year term as a member of the important 
A.M.A. Council on Medical Service which con- 
cerns itself with such problems as those of care for 
the aged, indigent care programs, voluntary pre- 
payment and insurance plans, maternal and child 
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care, and federal medical facilities and services. The 
outstanding work done at our local level on many of 
the issues now of national concern give Doctor 
Ashworth a fine background for his new assign- 
ment which we feel certain he will discharge with 
distinction both to himself and the medical profes- 
sion of Rhode Island. 

Eastern regional chairman for civil defense for 
the Woman's Auxiliary of the American Medical 
Association during the past year, Mrs. Stephens 
proved in no uncertain manner that she has the 
ability to head the national committee of the 
Auxiliary to which she was elected in June. Our 
current era of easy living tends to deaden interest 
in the ever present threat of nuclear war and the 
need for adequate civilian defense measures. We 
shall look to enthusiastic and devoted workers such 
as Mrs. Stephens to bring the problem into clearer 
focus for every citizen in the coming months. 


UNDERGROUND INSTALLATION OF UTILITY LINES 


| THIS YEAR’S SESSION of the Rhode Island leg- 

islature Resolution H1583 was passed creating 
a special commission of the House of Representa- 
tives to study the feasibility and advisability of the 
underground installation of power and telephone 
lines. The reasons for the formation of the commis- 
sion concerned the great inconvenience and mone- 
tary loss to consumers of these respective utilities 
when winter storms and high winds of other sea- 
sons cause interruptions of service of electricity and 
telephones. 

Each year in Rhode Island there are one or more 
interruptions of telephone and electrical service 
caused by severe storms, resulting in tremendous 
inconvenience, financial loss, and danger to life and 
limb. The telephone and electrical equipment used 
to carry the overloaded wiring through the streets 
of the towns and cities of this state is in poor gen- 
eral condition. The trees lining our streets have to 
be mutilated every year so as to avoid interference 
with this wiring. The expense of pruning the trees 
throughout the state is undoubtedly tremendous. 

In the PRovipENCE JoURNAL of May 25, 1961 
there was a brief news story concerning an official 
of the New England Telephone and Telegraph 
Company who stated that the company planned to 


bury more than 23,000 feet of cable in four new 
property developments in East Providence within 
the next year. It was noted in this same article that 
this could be done as economically as the stringing 
of an aerial cable. This indeed is a step in the right 
direction ! 

Perhaps the first editorial mention of this prob- 
lem was in the RHopE IsLAND MEpDICAL JOURNAL 
of April 1959, following the severe ice storm of 
February 10, 1959, when the suggestion was ad- 
vanced that underground installation of electric and 
telephone wires would eliminate the interruption 
of the services by storms, and the question was 
posed that in spite of the expense involved in such 
a transfer, “by what method can one measure the 
money cost against the loss of property and the 
danger to human life and health which occur in 
Rhode Island several times each year?” 

We wish the best of luck to this special commis- 
sion, and we shall back their constructive efforts 
most sincerely. Perhaps the most important help 
in this matter would come from the thousands of 
alarmed and disgruntled housewives who once or 
more times each year have to maintain their fam- 


ilies without electricity or telephone service. 
concluded on next page 
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RELATIVE VALUE FEE SCHEDULES 


i ibe & California Medical Association seven years 
ago was the first to apply a unit method to the 
determination of fees. At the present time rela- 
tive value fee schedules are used by the medical 
societies in thirteen states and the District of 
Columbia, and by sixteen Blue Shield Plans. 

In a press release dated April 24, 1961, from 
National Blue Shield headquarters in Chicago, it 
was reported that “Blue Shield Plans will soon 
offer an entirely new uniform program on a nation- 
wide basis when a proposal adopted at the annual 
national meeting of the Blue Shield Association 
held in Chicago on April 16-18 is implemented in 
the near future.” The release went on to explain 
that “this method of developing benefit schedules 
was urgently needed to enable Blue Shield to offer 
a uniform program of coverage to companies oper- 
ating on a nationwide basis.”’ It was asserted “that 
the new nationwide program would be available in 
addition to existing Blue Shield offerings for local 
groups,” and it was further “stressed that the new 
basis for developing programs to meet the needs 
of national accounts would in no way conflict with 
local Plan operations.” “Instead,” it was stated, 
“the new national Blue Shield program would sim- 
ply extend the capability of individual plans to serve 
national accounts on a more competitive and real- 


istic basis than is presently possible under the more 
or less inflexible system of attempting to fit varying 
local programs to a situation in which uniformity 
is essential.” 

It seems quite probable that the governing body 
of the local Blue Shield plan, the Rhode Island 
Medical Society Physicians Service, will be asked 
to take a stand in this matter before early fall, or 
soon thereafter. Despite the statement that this new 
procedure “would in no way conflict with local 
Plan operations,” experience in the past would 
indicate that this prediction is misleading. In these 
matters a sort of Gresham’s law operates. Witness 
the recent adoption of a federal employees plan 
with more favorable income limits than the local 
plan and its immediate application to all Physicians 
Service contracts in the area. It is much more likely 
that the reverse of the above prediction will prove 
true. 

It is not possible at this writing to predict what 
position would be taken in the matter of relative 
value fee schedules by the House of Delegates of 
the Rhode Island Medical Society. It would seem 
highly desirable, however, for the Society very 
soon to give this important impending change 
mature consideration and take an official stand 
before it is a fait accompli. 


IN THE INTEREST OF PUBLIC HEALTH 


4 liane CONTROVERSY being waged over subsidized 
medical care finds Washington split into at least 
two camps. And because of that division there is 
often more heat than light, more rancor than reason, 
more concern for this pet idea than consideration 
for the persons most involved. 

An example of the heat versus light phases of the 
controversy is found in the assertion of an advocate 
of socialized medicine. He insists the American 
Medical Association has been trying to frighten the 
American people by describing government paid 
medical benefits to everyone drawing benefits as 
“socialized medicine” and that the medical profes- 
sion is opposed to socialized medicine. That he is 
off base should be obvious to all. 

The A.M.A. has effectively replied to its critic 
and his effort to impugn the motives and integrity 
of America’s physicians. On specific grounds the 
doctors answer the lobbyist’s claim the medical care 
for the aged-social security bill does not refer to 
doctors. The bill definitely includes physicians. It 


specifically includes internes, resident physicians, 
pathologists, radiologists, psychiatrists, anaesthesi- 
ologists working in the hospitals. Another false 
claim from the advocate of “socialized medicine” : 
The bill does offer free choice of hospital and physi- 
cian. That is wrong, because only hospitals signing 
contracts with the government would be available to 
patients. If the only hospital in a community was 
not approved by the secretary of Health, Education 
and Welfare, local patients would be forced to seek 
hospitalization elsewhere. That fact hardly sustains 
the idea of free choice. 

Those who are pushing loud and long for govern- 
ment medical care, are, in their blind crusade, 
unable to see that doctors are concerned with their 
patients, and because of that concern rightfully 
warn the public of any proposal which, in their 
honest opinion, would endanger the quality of medi- 
cal care, as subsidized medicine would. 

... Editorial reprinted from the 
Pawtucket Times of July 6, 1961 
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REPORT ON THE ACTIONS OF THE HOUSE OF DELEGATES 
OF THE AMERICAN MEDICAL ASSOCIATION 
110th Annual Meeting, New York, New York, June 25-30, 1961 


CHARLES J. ASHWORTH, M.D., Delegate, AND ARTHUR E. HARDY, M.D., Alternate Delegate, 
OF THE RHODE ISLAND MEDICAL SOCIETY 





NE OF THE RESOLUTIONS presented to the 

House of Delegates from Utah proposed a 
nation-wide poll by the A.M.A. of all doctors in 
this country, asking them to state whether or not 
they wish to be covered under Social Security. A 
substitute resolution reaffirming the A.M.A.’s pre- 
vious position of opposition to compulsory inclusion 
of physicians under the Social Security system was 
voted and approved by a large majority. This is the 
first time that such a vote has been taken by the 
delegates on this specific question, and the wish of 
the Rhode Island doctors was registered not only 
before the Reference Committee, but by a vote on 
the floor of the House for inclusion, as directed by 
the House of Delegates of the Rhode Island Medical 
Society. Approximately six states were ordered to 
register a vote for this inclusion, but an overwhelm- 
ing majority of doctors in this country are opposed, 
as reflected in the vote of the House of Delegates. 

Doctor George M. Fister of Ogden, Utah, mem- 
ber of the A.M.A. Board of Trustees and previously 
a member of the House of Delegates, was named 
president-elect of the Association. Doctor Fister 
will become president at the June, 1962, annual 
meeting in Chicago, succeeding Doctor Leonard W. 
Larson of Bismarck, North Dakota, who assumed 
office at the Tuesday night inaugural ceremony in 
New York. 

The A.M.A. 1961 Distinguished Service Award 
was voted to Doctor Walter H. Judd of Minne- 
apolis, physician and member of Congress, for his 
contributions as a medical missionary, humanita- 
rian and statesman devoted to world peace. 

Osteopathy, medical discipline, communications, 
surgical assistants, drug legislation, general prac- 
tice residencies, relations with allied health profes- 
sions and services, and poliomyelitis vaccine were 
among other subjects covered by 115 resolutions 
and 28 reports acted upon by the House of Dele- 
gates at the American Medical Association’s 110th 
Annual Meeting held June 25-30 in New York City. 


Osteopathy 
In considering a report of the Judicial Council 
and three resolutions on the subject of osteopathy, 
the House of Delegates agreed with the intent of 


the report and resolutions, but instead adopted the 
following statement of A.M.A. policy : 

“1. There can never be an ethical relationship 
between a doctor of medicine and a cultist, that is, 
one who does not practice a system of healing 
founded on a scientific basis. 

“2. There can never be a majority party and a 
minority party in any science. There cannot be two 
distinct sciences of medicine or two different, yet 
equally valid systems of medical practice. 

“3. Recognition should be given to the transition 
presently occurring in osteopathy, which is evidence 
of an attempt by a significant number of those prac- 
ticing osteopathic medicine to give their patients 
scientific medical care. This transition should be 
encouraged so that the evolutionary process can be 
expedited. 

“4. It is appropriate for the American Medical 
Association to reappraise its application of policy 
regarding relationships with doctors of osteopathy, 
in view of the transition of osteopathy into osteo- 
pathic medicine, in view of the fact that the colleges 
of osteopathy have modeled their curricula after 
medical schools, in view of the almost complete lack 
of osteopathic literature and the reliance of osteo- 
paths on and use of medical literature, and in view 
of the fact that many doctors of osteopathy are no 
longer practicing osteopathy. 

“5. Policy should now be applied individually at 
state level according to the facts as they exist. Here- 
tofore, this policy has been applied collectively at 
national level. The test now should be: Does the 
individual doctor of osteopathy practice osteopathy, 
or does he in fact practice a method of healing 
founded on a scientific basis? If he practices 
osteopathy, he practices a cult system of healing 
and all voluntary professional associations with him 
are unethical. If he bases his practice on the same 
scientific principles as those adhered to by members 
of the American Medical Association, voluntary 
professional relationships with him should not be 
deemed unethical.” 


Medical Discipline 


In a major move designed to strengthen the pro- 


fession’s disciplinary mechanisms, the House 
continued on next page 
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approved the conclusions and recommendations of 
the Medical Disciplinary Committee, with only 
three word changes. The House discharged the 
committee with thanks and commendation and 
directed that its functions be assumed as a con- 
tinuing activity of the Judicial Council. 

One recommendation suggests that “The bylaws 
of the American Medical Association be changed 
to confer original jurisdiction on the Association to 
suspend or revoke the A.M.A. membership of a 
physician guilty of a violation of the principles of 
medical ethics or the ethical policy of the American 
Medical Association regardless of whether action 
has been taken against him at local level.” 

Another “encourages and urges that each state 
association report annually to the American Medi- 
cal Association all major disciplinary actions taken 
within its jurisdiction during the preceding calen- 
dar year.” 

The report urged state and county medical soci- 
eties to utilize grievance committees as “grand 
juries” to initiate action against an offender so as 
to obviate the necessity of making an individual 
member of a medical society complain against a 
fellow member. 

The House suggested that each medical school 
develop and present a required course in ethics and 
socio-economic principles, and that each state 
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board of medical examiners include questions on 
ethics and proper socio-economic practices in all 
examinations for license. 

The report concluded with a recommendation 
that ““American medicine at the national, state and 
local level maintain an active, aggressive and con- 
tinuing interest in medical disciplinary matters so 
that, by a demonstration of good faith, medicine 
will be permitted to continue to discipline its own 
members when necessary.” 

Polio Vaccine 

The House approved a report by the Council on 
Drugs on the present status of poliomyelitis vacci- 
nation in the United States and urged that it be 
made available to all physicians through the most 
effective communications media. The report clearly 
outlines procedures recommended for implementa- 
tion of mass vaccination with the new oral vaccine 
when it becomes available. The House compli- 
mented the Council on its “clear and succinct state- 
ment on the initiation of the new campaign which 
will be needed to promote the new vaccine.” The 
House agreed that the report provides the practic- 
ing physician with a reliable series of answers to 
the many questions which will arise during the 
change-over from Salk vaccine to oral vaccine. The 
report emphasizes, however, that “physicians 
should encourage, support and extend the use of 
Salk vaccine on the widest possible scale at least 
until the oral polio-virus vaccines currently under 
development and clinical trial become available.” 


General Practice Residencies 

Eight resolutions were introduced on the subject 
of creating new two-year, residency training pro- 
grams in general practice. The House agreed that 
there appears to be a need for such programs for 
those individuals who desire more experience in 
obstetrics and surgery than may be available in the 
currently existing Family Practice Program. It 
approved a_ substitute resolution directing the 
Council on Medical Education and Hospitals to 
consider for approval other two-year programs in 
general practice which incorporate experience in 
obstetrics and surgery. The Council will review 
these programs on the basis of their individual 
merits and conduct a long-range evaluation of the 
new programs as well as the previously established 
Family Practice Programs. 

Surgical Assistants 

In considering a Board report and two resolu- 
tions on the subject of surgical assistant’s fees, the 
House approved the following five basic principles 
developed by the Judicial Council and the Council 
on Medical Service: 

“1, Each member of the A.M.A. is expected to 
observe the Principles of Medical Ethics in every 
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aspect of his professional practice. 

“2. Each doctor engaged in the care of the 
patient is entitled to compensation commensurate 
with the value of the services he has personally 
rendered. 

“3. No doctor should bill or be paid for a service 
which he does not perform ; mere referral does not 
constitute a professional service for which a pro- 
fessional charge should be made or for which a fee 
may be ethically paid or received. 

“4. It is ethically permissible for a surgeon to 
employ other physicians to assist him in the per- 
formance of a surgical procedure and to pay a rea- 
sonable amount for such assistance. 

“This principle applies whether or not an assist- 
ing physician is the referring doctor or whether he 
is on a per-case or full-time basis. The controlling 
factor is the status of the assisting physician. If the 
practice is a subterfuge to split fees or to divide an 
insurance benefit, or if the physician is not actually 
employed and used as a bona fide assistant, then the 
practice is contrary to ethical principles. 

“5. Under all other circumstances where services 
are rendered by more than one physician, each 
physician should submit his own bill to the patient 
and be compensated separately.” 


Relations with Other Professions 
and Services 

The House considered a Board report and twelve 
resolutions dealing with various aspects of medi- 
cine’s relationships with allied health professions 
and services, including optometry. The Board re- 
port recommended the creation of a new A.M.A. 
Council to handle all the problems involved. The 
House, however, accepted a reference committee 
suggestion for establishment of a new Commission 
to Co-ordinate the Relationships of Medicine with 
Allied Health Professions and Services. The 
Commission will be composed of seven members 
appointed by the speaker of the House. Sub- 
committees, composed of from three to five mem- 
bers selected by the Commission from lists of names 
submitted by the scientific sections, will consider 
problems in specific areas. The Commission will 
correlate and catalogue the reports of the sub- 
committees and will act as a liaison agent between 
the subcommittees and those A.M.A. Councils 
where there may be overlapping interests. 


Communications 

Acting upon four resolutions related to the 
Association’s public relations program, the House 
adopted a substitute resolution directing the 
speaker of the House of Delegates to name seven 
elected members of the House as a special com- 
mittee “to study and continually advise the Board 
of Trustees on the broad planning and co-ordination 
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of all phases of communications of the American 
Medical Association, so that the public and the 
members of the medical profession are properly and 
adequately advised of the policies and concern of 
the medical profession with respect to all phases 
and aspects of medical care for all people.” 

The House agreed with a reference committee 
opinion that “we have a very adequate division 
within the A.M.A. capable of implementing any 
program of communications.” The approved com- 
mittee report also said that “the Communications 
Division of the A.M.A. needs the active support 
and co-operation of the House and of all members 
of the Association.” 

The House strongly endorsed a Board report 
which pointed out the problems that would result 
from amending the Food, Drug and Cosmetic Act 
to authorize the Food and Drug Administration to 
determine the efficacy, as well as the safety, of a 
prescription drug prior to the approval of a new 
drug application. The A.M.A. will oppose such 
legislation before the Kefauver Committee, the 
report pointed out, on the basis that “a decision 
with respect to the effectiveness of drugs is depend- 
ent upon extended research, experimentation and 
usage.”” The House agreed that vesting such author- 
ity in the Food and Drug Administration would 


operate to limit research, the marketing of drugs 
concluded on next page 
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and the exercise of discretion by the medical pro- 
fession. ‘The marketing of a relatively useless drug 
is infinitely less serious than would be the arbitrary 
exclusion from the market of a drug that might 
have been life saving for many persons,” the House 
declared. 


Miscellaneous Actions 


In dealing with resolutions and reports on a wide 
variety of other subjects, the House also: 

Approved the Guides to Physician Relationships 
with Medical Care Plans, submitted by the Council 
on Medical Service, with these two changes: 
deletion of item 5 under “Responsibilities of the 
Medical Society,” which said “To recognize that 
properly qualified physicians employed by, or other- 
wise serving, medical care plans should not be 
denied professional rights and privileges because 
of their service to such plans,” and addition of a 
new item 1 under “Responsibilities of the Medical 
Care Plan,” which reads: “To provide the bene- 
ficiary of the plan with free choice of qualified 
physicians” ; 

Reaffrmed its support of the Kerr-Mills pro- 
gram for the needy and near-needy aged and its 
opposition to any legislation of the King-Anderson 
type, declaring that the medical profession “will not 
be a willing party to implementing any system 
which we believe to be detrimental to the public 
welfare” ; 

Approved a markedly expanded drug informa- 
tion program submitted by the Board of Trustees 
and the Council on Drugs; 

Adopted the final report of the Special Study 
Committee of the Council on Medical Education 
and Hospitals and recommended that copies be sent 
to all medical school deans in the United States ; 

Decided to hold the 1963 Clinical Meeting in 
Portland, Oregon, instead of Las Vegas, Nevada, 
as recommended by the Board ; 

Approved a plan by the new A.M.A. Depart- 
ment of International Health to co-operate in the 
recruitment of volunteer physicians for emergency 
medical service in foreign mission fields ; 

Agreed to an increase of $20 in the annual 
A.M.A. membership dues to be implemented over 
a period of two years: $10 on January 1, 1962, and 
$10 additional on January 1, 1963; 

Discontinued the Association’s General Practi- 
tioner of the Year award; 

Opposed legislative and administrative mandates 
which would compel physicians to prescribe drugs, 
or require pharmaceuticals to be sold, by generic 
names only ; 

Reaffirmed the Association’s opposition to com- 
pulsory inclusion of physicians under the Social 
Security system ; 

Urged immediate legislation that will provide 
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strong economic motivation for the construction 
and maintenance of fallout shelters ; 

Disapproved two resolutions which would haye 
discontinued the scientific activities at the Clinical 
Meeting; 

Urged immunization campaigns against both 
tetanus and influenza, and 

Asked state and county medical societies to give 
full support to the First National Congress on 
Medical Quackery to be jointly sponsored next 
October 6-7 in Washington, D.C., by the A.M.A, 
and the Food and Drug Administration. 


Election of Officers 


In addition to Doctor Fister, the new president- 
elect, the following officers were named at the 
Thursday session: 

Doctor Eustace A. Allen of Atlanta, Georgia, 
vice president ; Doctor Norman A.Welch of Boston, 
re-elected speaker of the House,and Doctor Milford 
O. Rouse of Dallas, Texas, re-elected vice speaker. 

Elected to the Board of Trustees were Doctor 
Wesley W. Hall of Reno, Nevada, to succeed 
Doctor Fister; Doctor Homer L. Pearson, Jr., of 
Miami, Florida, to replace Doctor Julian P. Price 
of Florence, South Carolina, and Doctor Charles 
L. Hudson of Cleveland, Ohio, to fill out the term 
of the late Doctor Cleon A. Nafe of Indianapolis. 
The Board named the following officers: chair- 
man, Doctor Hugh Hussey of Washington, D.C.; 
vice chairman, Doctor Percy Hopkins of Chicago, 
and secretary, Doctor James Z. Appel of Lancaster, 
Pennsylvania. 

Named to the Judicial Council were Doctor 
Robertson Ward of San Francisco, to succeed him- 
self, and Doctor Elmer G. Shelley of North East, 
Pennsylvania, to replace Doctor Pearson. 

Re-elected to the Council on Constitution and 
Bylaws was Doctor Walter E. Vest of Huntington, 
West Virginia. 

New Members of the Council on Medical Service 
are Doctor Charles Ashworth of Providence, 
Rhode Island, succeeding Doctor Carlton Wertz of 
Buffalo, New York, and Doctor Burtis E. Mont- 
gomery of Harrisburg, Illinois, to succeed Doctor 
Charles Hudson of Cleveland. 

For the Council on Medical Education and Hos- 
pitals, Doctor Dwight L. Wilbur of San Francisco 
was elected to succeed Doctor John W. Cline of the 
same city, and Doctor Kenneth C. Sawyer of Den- 
ver, Colorado, was named to succeed Doctor Guy 
A. Caldwell of New Orleans. 





KENNEY CLINIC DAY 
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INDICATIONS FOR REFERRALS TO OUT-PATIENT 
PSYCHIATRIC CLINICS* 


CHARLES H. JONES, M.D. 








The Author. Charles H, Jones, M.D., of Providence, 
Rhode Island. Superintendent, Butler Health Center, 
Rhode Island, 


Providence, 





2 one TASK of discussing the role of psychiatric 
out-patient clinics in the community has been 
undertaken with the anticipation that this role 
might be as nebulous and controversial in Rhode 
Island as is frequently seen in so many other states. 
Perhaps the reason I have been asked to discuss 
this subject is the fact that I am a recent arrival in 
the state and might take an objective approach. 
That I have been prejudiced in respect to out- 
patient clinics for some time is, however, the case. 
For in my home state of Washington, such centers 
are regarded with suspicion and distrust by most 
physicians. As a consequence, very few exist and, 
with the exception of two county hospitals, no 
general hospital operates a psychiatric clinic. As a 
state hospital superintendent, I have been annoyed 
over the years by attempts of the Washington State 
Health Department to have laws enacted which 
would grant jurisdiction over all patients released 
from state institutions to local or regional clinics 
operated by that department. I have preferred to 
work out plans for the supervision of released 
patients directly with private physicians and non- 
medical agencies. 

On the basis of my background, it is under- 
standable that since becoming superintendent of 
Butler Hospital a year ago I have been more 
attentive to the in-patient service and the day-care 
program than to the out-patient service. This policy 
has been followed in spite of the fact that the out- 
patient service was the first to be organized when 
the hospital reopened in 1957. An American Psy- 
chiatric Association report had recommended that 
such a service would be helpful in overcoming one 
of Rhode Island’s marked deficiencies. In spite of 
my relative inattention the out-patient service grew 
in 1960 by 30 per cent in terms of 3,389 visits com- 
pared to 2,602 visits in 1959. 


order to run the Out-Patient 


Therefore, in 


Service at Butler Hospital in a manner comple- 
*Presented at the 150th Annual Meeting of the Rhode 
Island Medical Society, at the Medical Library, Provi- 
dence, Rhode Island, May 3, 1961. 


menting the efforts of private physicians and other 
agencies, and in order to write this paper, inquiries 
were sent to all hospitals or agencies in Rhode 
Island engaged in out-patient psychiatric services, 
Comments were requested from each chief of 
service and each chief social worker as to what 
local ground rules might have been developed over 
the years, particularly economic and other criteria 
for acceptance of referrals. Replies were received 
from all organizations and, with few exceptions, 
from both psychiatrist and social worker. Replies 
were such that the following excerpts can serve to 
describe referral policies and the variety of services 
available. 

Doctor Henry B. Elkind writes: “Patients eli- 
gible for treatment in the Veterans Administration 
Regional Office must have a disability incurred in 
or aggravated by service in the armed forces in 
time of war. This eligibility requirement applies 
whether the patient is seeking out-patient medical 
or neuropsychiatric treatment. ... Economic status 
is not disqualifying. Referrals may come from 
patients themselves, from other components within 
the Veterans Administration, from hospitals within 
the Veterans Administration program, private 
physicians, community health and welfare agencies 
whether public or private. If it is found that the 
patient is ineligible for out-patient treatment, i.e., 
that his condition was not incurred in nor aggra- 
vated by wartime service, he is then referred to a 
community resource for the kind of treatment he 
requests.” 

At the Charles V. Chapin Hospital, “Any per- 
son of any age who is living in Rhode Island and 
unable to afford the services of a private doctor is 
eligible to come to the out-patient department. 
Determination of his inability to pay is made at the 
time of his first clinic visit. Sources of referral 
include private practitioners, social workers, and 
by own request.” 

At the State Hospital for Mental Diseases, cri- 
teria for eligibility include previous hospitalization 
there, preferably within two years, and financial 
inability to obtain psychiatric care elsewhere. 
Sources of referral are the state hospital staff 
itself, community physicians, and social workers 
active with the family. It is the preference of the 
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hospital superintendent that patients be followed 
by community physicians. If such is not possible 
clinic care is prescribed. 

Doctor Charles C. Goodman, chief clinical psy- 
chiatrist of the Rhode Island Mental Hygiene 
Services, writes that indications for referral to the 
Newport and the Warwick clinics of the agency as 
well as to services in Providence are identical. 
“Because someone has a ‘problem’ and contacts our 
clinic does not automatically make the problem 
psychiatric. Once contact is made the initial request 
is reviewed by a psychiatric social worker. If the 
problem presented is not all ‘psychiatric’ or in any 
way requiring further service from us some other 
appropriate disposition can usually be made at this 
point. 

“If the presenting problem is psychiatric and 
warrants further service from us, a more formal 
psychiatric social work interview and history is 
provided by appointment. Following this, the situa- 
tion is reviewed in regular screening conferences 
in which all members of the mental health team 
participate under the direction of the physician in 
charge of the service.” 

The Chief Psychiatric Social Worker of the 
Mental Hygiene Services reports: “Since there 
are no provisions for fee charging at this clinic, 
patients are confined to those who cannot afford 
private care. No stringent means test is applied; 
but consideration is given to the amount of income, 
the size of the family, and family obligations. While 
many people who come here are from borderline 
or dependent economic situations, some who are 
seen on a more prolonged basis may be of slightly 
higher socio-economic levels. Because there is 
quite a wide gap between no fee and payment of 
full private fee, consideration is currently being 
given to devising a fee schedule. We feel that this 
is sound both financially and therapeutically. 

“The Warwick Clinic operates on a somewhat 
different basis than the Mental Hygiene Services 
in Providence in that it is under local auspices with 
Mental Hygiene Services providing the profes- 
sional staff. Therefore, its services are made avail- 
able to the citizens of Warwick at a nominal charge 
of $3.00 per visit. Nobody is refused help if it is 
shown that he is unable to afford this amount. The 
funds are used to help defray ... administrative 
costs.” 

Doctor Antonio Capone reports: “The Division 
of Alcoholism operates an Out-Patient Clinic at 
94 Doyle Avenue. We have an open-door policy 
meaning that anyone can apply for help by calling 
in person without an appointment or by telephon- 
ing for an appointment during working hours. The 
drinker, his family, employer, clergyman, physician 
and others associated with the drinker may apply 
for help. The person applying is seen by the intake 
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social worker, then by a psychiatrist and a decision 
is made as to treatment plan according to physical 
and mental condition of the patient... .Consulta- 
tion services aire provided for families and the 
general public. Chapter Twelve of Rhode Island 
General Laws, 1956, states: ‘Any person may vol- 
untarily request diagnosis and treatment from the 
facilities of the Division of Alcoholism. Such per- 
sons shall be selected according to policy estab- 
lished by the division. The Division of Alcoholism 
shall charge and accept payment for services ren- 
dered by it from patients obtaining its care. Fees 
may be adjusted in accordance with ability to pay 
but no person shall be refused services because of 
his inability to pay.’ ” 

For the last fiscal year a total of three hundred 
and fifty-five patients were referred to the Division 
of Alcoholism. Of these, six were referred by phy- 
sicians, two hundred and forty were from other 
state agencies, twenty-nine from private agencies, 
and the remaining eighty referred by friends, rela- 
tives, other patients, or not determined. 

Fees for services charged by the Division of 
Alcoholism are ten dollars for the first day, five 
dollars for the second day, and three dollars each 
for subsequent visits. Individual treatment by psy- 
chiatrists costs five dollars per visit and interviews 
with ancillary personnel three dollars. 

Doctor Laurence A, Senseman writes about the 
Out-Patient Department of Memorial Hospital : 
“This neuropsychiatric clinic has been in operation 
for many years. I have been in charge of it since 
1946 and worked in it since 1938. The sources of 
referrals at the present time are from two places: 
One is follow-up care for those who have been 
admitted in the hospital and the second is from the 
general practice clinic (of the out-patient depart- 
ment). When inquiring about the general practice 
clinic I find that they will accept any patient who 
wants medical attention. This can be either from 
the private doctors, the family, or from agencies. 
They are referred to the neuropsychiatric clinic for 
follow-up. Many of the patients in this clinic are 
long-term treatment patients, such as those with 
epilepsy or chronic neurological conditions. Occa- 
sionally diagnostic problems will be examined.” 

The social service at Memorial Hospital reports: 
“Persons are eligible for treatment on an out- 
patient basis if they cannot afford services of a 
private psychiatrist. A financial history is taken 
when each patient is admitted, and this is rechecked 
yearly. However, occasionally an exception is 
made when medical expenses have caused dire 
hardships over a period of time.” 

A helpful report was made by Doctor Harold IW. 
Williams, chief of neurology and psychiatry at the 
Rhode Island Hospital. “When viewed from the 


point of view of all aspects of medicine, the ground 
continued on next page 
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rules here have been that clinics are primarily 
designed for the services of those who can’t afford 
a private practitioner. The first break that I know 
of in these ground rules occurred in the field of 
psychiatry, and more particularly at Butler Hos- 
pital when somewhere in 1946 or 1947 they set up 
an out-patient department to care for psychiatric 
treatment of veterans which the local Veterans 
Administration could not handle by itself. From the 
economics of it, then, it was essentially a situation 
where an agency, in this instance a governmental 
agency, paid for the service as distinguished from 
an individual paying for the service.” Doctor 
Williams points to a shifting of ground rules in 
areas other than psychiatry since that time, giving 
as examples the tumor clinic, the cardiac station, 
and the hearing and speech center at Rhode Island 
Hospital, which charge fees rather than having 
them charged by individual physicians. Doctor 
Williams also writes: “The Department of Neu- 
rology and Psychiatry at the Rhode Island Hospital 
has conducted an Out- Patient Department for those 
unable to afford private service. It antedates 1920 
to the best of my knowledge. Chapin Hospital has 
long had an QOut-Patient Service, again on the 
basis of those who could not pay. In all these situa- 
tions, of course, the physicians gave of their own 
time. They received no compensation for their 
activity.” 

Doctor Thomas L. Greason reports: *Admis- 
sions through the Out-Patient Psychiatric Clinic at 
St. Joseph's Hospital are referred from the mem- 
bers of the staff of that hospital. Generally speak- 
ing, the referring physician feels that the economic 
status of the patient is such that he is unable to con- 
sider private psychiatric care. From 1947 to 1960 
neuropsychiatric clinics were held two mornings a 
week. During these years about half of the clinic 
patients were individuals suffering from various 
types of epilepsy. The approximately fifty per cent 
of patients considered psychiatric fell into no spe- 
cific category from the diagnostic point of view. If 
there was a common denominator among this group 
of patients, I would say that in addition to being in 
the lower economic strata, language difficulty and 
low intelligence level seemed to predominate. In 
the years between 1947 and 1960 I do not believe 
that I ever saw a patient in the clinic who would 
have been more appropriately treated in a private 
psychiatric setting.” 

Doctor Catherine Zouraboff, medical director of 
the Cranston Child Guidance Clinic, writes: “This 
clinic is operated as a unit of the Cranston School 
Department for the use of students enrolled in the 
system from kindergarten to high school. The chil- 
dren are referred by their individual schools or 
indirectly from parents, doctors, the juvenile court, 
and other state and private agencies. ... Both chil- 
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dren and their parents are seen at the clinic. And 
the clinic personnel keep in touch with both the 
teaching and the supervisory staff through per- 
sonal contacts and by participation in our. staff 
conferences.” 

The Chief Social Worker reports: “There is no 
economic criterion for eligibility and no fees are 
charged. Any Cranston public school child and his 
parents may avail themselves of our services, since 
the clinic is operated as a unit of and is financed by 
the Cranston School Department. The usual pro- 
cedure is for a child's teacher to file an application 
for psychological services. The school psychologist, 
who also doubles as our clinical psychologist, sifts 
the referrals after testing. The next recommenda- 
tion is for clinic help where it seems indicated. At 
this point the psychiatric social worker holds an 
intake appointment with the parents and financial 
determination regarding clinic attendance is made. 
... Weare not rigid about the application procedure 
and accept referrals directly from parents, pedia- 
tricians, and other agencies when the need arises.” 

Doctor Hector Jaso reports: "The Providence 
Child Guidance Clinic is a psychiatric out-patient 
clinic for the study and treatment of emotionally 
disturbed children and their parents. Our profes- 
sional staff consists of psychiatrists, psychologists, 
and psychiatric social workers. They use the clini- 
cal team approach in the study and treatment of our 
cases. The greatest portion of time is designated for 
long-term intensive treatment of the children and 
their families, with the parents and child being 
included at all times. In most instances, treatment 
consists of separate weekly therapy hours for the 
child and the mother and the father, along with 
group therapy sessions for either or both parents. 
This team approach involves frequent team meet- 
ings and discussions in order to co-ordinate the 
total family treatment.” 

The social worker states: “Since the clinic is 
mainly supported by the United Fund of Rhode 
Island, only families who live within the area cov- 
ered by the fund are eligible. Our upper age limit 
for eligibility is sixteen years. Fees are charged in 
accordance with the family’s ability to pay. The 
weekly treatment rate according to a set schedule, 
based on income and number of dependents, starts 
at one dollar and goes up to twenty-five dollars, this 
being based on incomes ranging from twelve hun- 
dred dollars to twelve thousand dollars per year. 
Families who receive public assistance as their sole 
means of support are not eligible for clinic treat- 
ment. The majority of referrals to the clinic come 
from local physicians, mostly pediatricians, with 
sixty-three per cent of our total referrals in 1960 
coming from this source. The remaining sources 
are fairly evenly divided amongst schools, social 
service agencies, court, clergy, and self referrals.” 
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Doctor Gunnar Nirk reports for the Emma 
Pendleton Bradley Hospital: “The clinic associ- 
ated with Bradley Hospital operates like a regular 
child guidance clinic. We offer diagnostic and 
treatment services for children and adolescents. 
Parents are also involved either in case work, indi- 
vidual, or group therapy. Consultations on specific 
cases or on general community mental health prob- 
lems are offered to schools and other caretaking 
agencies. \We accept children with many different 
kinds of problems, the main question being whether, 
in our opinion, the problem is amenable to treat- 
ment by an out-patient approach.” 

The chief of Psychiatric Social Work at Bradley 
states: “Presently our rates are $6.25 per inter- 
view, per person. Therefore, if a child were seen by 
our psychiatrist and the mother by a social worker, 
the fee for that joint visit would be $12.50. The 
other criteria are quite flexible, the notion being 
here that those in our profession and allied profes- 
sions will have the clinical awareness to realize 
which type of problem is amenable to out-patient 
approach and which would require hospitalization, 
We are considering changes in our out-patient 
center policy to make it more community oriented.” 


Common Theme 

ne common theme runs through all of the above 
reports. Out-patient clinics were originally organ- 
ized to provide psychiatric care for patients of 
limited means. In only Doctor Greason’s report, 
however, is found the statement that determina- 
tions of need are made by referring physicians. No 
report outlines a precise formula for evaluating a 
patient's economic distress. What is need? What 
are limited resources? I have discussed these ques- 
tions with several Rhode Island social workers and 
have learned that these professionals regard the 
determination of need as an art and not a science. 
I suspect that such determinations are for practical 
purposes on a relative basis with attention paid to 
the law of supply and demand. Allowing for indi- 
vidual errors in judgment, I suppose that free 
psychiatric services and those charged at a fraction 
of the cost of private care are now generally made 
available to that portion of the population least 
able to pay. 

From the report it appears that a physician in 
private practice has little or no assurance a given 
patient referred to a clinic will meet financial cri- 
teria for acceptance. As a wide spectrum of policies 
for clinical and financial acceptance of patients is 
subjected to varying interpretations, a physician 
faces the problem of finding out on a trial and error 
basis what he might expect from different agencies. 

The clinic method of providing psychiatric care 
is not necessarily the cheapest from a dollar and 
cents standpoint. Often when the total expendi- 
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tures of a clinic are divided by the number of 
patient visits, the cost is found to be more than that 
charged by private psychiatrists, deficits being 
made up from charitable or governmental sources, 
or by donated time. On the other hand, an alterna- 
tive to the private enterprise system of medicine 
would require a bureaucratic scheme of tremendous 
scope, with ultimate administrative costs markedly 
in excess of those now prevailing in the clinic 
system. There can be no question that if economic 
factors were totally eliminated from the distribu- 
tion of medical care there would be no need for 
charitable out-patient clinic services. Private phy- 
sicians could then accept psychiatric patients on the 
basis of relative clinical need alone. 

Now that I have become oriented as to Rhode 
Island ground rules for out-patient clinics, I intend 
to develop services at Butler Health Center along 
the lines of treating those patients who are not, as 
yet, specifically or adequately provided for by other 
agencies, and who do not have means for indicated 
psychiatric treatment privately. This objective is in 
keeping with the recommendations of the American 
Psychiatric Association report advising that Butler 
Health Center reopen on a private basis, with the 
policies adopted by the Board of Trustees, and with 
the reports from existing clinics. In carrying out 
this objective, your advice, help, and good wishes 
are solicited. 
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R.1. Blue Plans in the “Red” for First Five Months 

The Rhode Island Blue Cross and Physicians 
Service Plans have recorded losses of $412,000 
during the first five months of 1961, it was reported 
last month by Arthur F. Hanley, assistant director. 

Losses by the plans during May alone totaled 
$131,276.74 for Blue Cross and $21,348.40 by 
Physicians Service. April losses by both plans 
totaled $122,800, and March losses were $162,000. 
January showed a loss of $67,000, but February 
showed a gain of $92,000. 

“While the first six months of the year tradi- 
tionally show greater use of health benefits than 
the second half of the year, our losses during this 
period are substantial,’ Mr. Hanley said. 

The number of Blue Cross cases increased only 
slightly over last year — from 32,511 to 32,933. 
However, Physicians Service cases increased from 
113,899 cases during 1960 to 116,716 during 1961. 

Administration expense ratios of both plans were 
lower during this year than during 1960, Mr. 
Hanley reported. 


Medical Economics Council to Advise 
on Local Hospital Planning 

The Rhode Island Medical Economics Council 
is preparing to act as an advisory group for state- 
wide hospital planning, Father Stephen K. Calla- 
han, chairman, announced last month. 

The effect of additional hospital facilities on the 
cost of health care is the latest activity of the group, 
representing doctors, hospitals, and Blue Cross- 
Physicians Service, which was initiated two years 
ago to study health cost problems and make recom- 
mendations to provide health service at the lowest 
possible cost, consistent with good medical care. 

“Concern about the impact of additional hospital 
facilities is the next logical step after the question 
of proper utilization of present hospital beds,” 
Father Callahan said. He pointed out that following 
more than a year of study and work of the council, 
medical staff utilization committees have been set 


up in every voluntary hospital in the state. 

Father Callahan explained that utilization com- 
mittees are composed of physicians in each local 
hospital to consider any possible inappropriate use 
of hospital facilities. These committees are review- 
ing hospital admissions as to the necessity and 
length of stay or any factors which might contribute 
to unnecessary additional cost for the patient. 

The council also reported that the Rhode Island 
Blue Cross has been requested to direct any ques- 
tionable claims to the local hospital staff committees 
for consideration. 

“Without more study and facts, it is impossible 
to determine the impact of new hospital facilities on 
health care costs in our state,’ Reverend Callahan 
stated. “However, since we are now prepared to 
handle questions of medical utilization, we intend 
to give the question of state-wide hospital planning 
our concern with possible recommendations for 
action in this area.” 

The Rhode Island group was formed as a result 
of action of the Rhode Island Medical Society in 
1939, and is similar to groups in other states organ- 
ized by the hospitals, the medical profession, and 
local community leaders, in order to determine the 
best methods of providing health care at the lowest 
possible cost to the public. 

Since its inception, the council has also initiated 
a program through the Hospital Association of 
Rhode Island encouraging hospital procedures for 
more efficient use of facilities. 

The council has also requested Rhode Island 
Blue Cross to establish new studies of hospital 
cases by age, sex, type of disease and other factors 
to determine their relation to health care costs. 

Members of the Medical Economics Council are : 
Father Callahan, J. Dewey Lutes, Oliver G. Pratt, 
Doctor I. Herbert Scheffer, William E. Sleight. 
and William K. Turner, representing the hospitals 
of the state. The medical profession is represented 
by Doctor Samuel Adelson, Doctor Charles J. 
Ashworth, John E. Farrell, Doctor Earl F. Kelly, 
Doctor Stanley D. Simon, and Doctor George W. 
Waterman. 











—— 





AUGUST, 1961 


Blue Cross representatives are Harry H. Burton, 
Daniel H. Ford, and Stanley H. Saunders. Pro- 
fessor Chelcie C. Boslan, Edgar H. Clapp, and 
john J. Hall are representing Physicians Service 
on the council. 

+ 2 


Periodic Checkups for Teachers Stressed 

The need for teachers and other school personnel 
to undergo periodic medical checkups was stressed 
at a joint session of the American Medical Associa- 
tion and the American School Health Association 
at a meeting June 25 in New York City. 

Physicians and educators said such medical ex- 
aminations for teachers, janitors, bus drivers and 
others employed at schools would not only help 
prevent the spread of disease to children but aid in 
maintaining the supply in the manpower-short 
teaching profession. 

“Possibly in no group is health, physical, mental 
and social, more important than in our teachers,” 
declared Doctor Lemuel C. McGee, president of the 
Delaware Medical Association. “It is not sufficient 
that schoolchildren be protected only from the 
obvious hazards of infectious disease carried by a 
teacher,” he added. “The pupils are clearly entitled 
toa teacher with physical well-being and emotional 
stability.” 
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Gerhardt Rast, pH.p., head of the Lincoln School, 
New York City, told the group that school adminis- 
trators must concern themselves with the emotional 
as well as physical health of teachers. 

* * * 


Influenza Down in 1961 

A nationwide survey of private medical practice 
indicates that 1961 may turn out to be an unusually 
mild influenza year. The survey, based on data 
released by the National Disease and Therapeutic 
Index, which measures the number of patient- 
doctor contacts involving various diagnoses, esti- 
mated only 1.7 million patient visits for influenza 
during the first quarter of the current year. This 
represents just 20% of the 8.5 million visits 
projected for the first three months of 1960, an 
epidemic year. 

Historically, the first quarter of the year has 
accounted for a large proportion of total influenza 
patient visits for the year. 

Government Hospitals Increased by 55% 
Since 1946 

The number of hospitals sponsored by state and 
local governments has increased 55% since 1946, 
according to PATTERNS OF DISEASE, a monthly 
Parke, Davis & Company publication for physi- 

concluded on next page 
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cians. In a special report on hospitals in the U.S., 
PATTERNS points out that ‘there also has been a 
marked increase in the number of voluntary, or 
nonprofit hospitals, while the number of privately 
owned, or proprietary, hospitals dropped more than 
17% in the same period.” As of January 1, 1961, 
there were 1,378,035 hospital beds in the U.S., 
exclusive of those in federal facilities, or 7.5 beds 
per 1,000 population. The Public Health Service 
has estimated a national goal of 9.5 beds per 1,000 
population by 1970. 

The District of Columbia has the highest number 
of hospital beds per 1,000 population — 17.8, fol- 
lowed by 14.0 in New York and 13.2 in Massa- 
chusetts. “Despite the over-all increase in the 
number of hospital beds since 1950, the number of 
acceptable beds comprises only 58.2% of the num- 
ber needed,” according to PATTERNs. The greatest 
shortage appears to be in chronic disease hospitals, 
where as of January 1, 1961 acceptable beds totaled 
only 16.7% of the number needed. There are 
456,940 acceptable beds in mental hospitals, com- 
pared with a desired number of 884,721, and 
619,666 in general hospitals compared with a de- 
sired number of 778,081. “Existing facilities, how- 
ever, are not always fully utilized. On a typical day 
in 1960, 1 of + beds in nonfederal general hospitals 
was empty.” 

ok i ‘ 
Court Decision on Use of Labor Union Dues 


Far Reaching 

Harry J. Lambeth, reporting in the U.S. Cham- 
ber of Commerce WASHINGTON LABoR WHIRL, 
notes that when the U.S. Supreme Court closed its 
doors for the summer it handed down one of the 
most important labor law decisions in years. Al- 
though it reaffirmed its 1956 ruling that union shop 
contracts do not violate the constitution, it decided 
unions may not use dues money for political pur- 
poses when collected under compulsory union shop 
agreements. 

The decision appears to open the door for legal 
actions against unions that use dues money for 
purposes other than collective bargaining and griev- 
ance procedures. 

While the burden of objecting is placed on indi- 
vidual union members, it could lead to suits to 
prevent dues money for such union activities as 
financial aid to integration-bent ‘‘freedom riders,” 
union sponsored radio news programs, gifts to 
churches, hospitals, and other charities, and money 
to purchase control of businesses. 

* Ok Ok 


The Physician and the Cancer Patient 

The American Cancer Society is concerned with 
the total cancer problem. A crucial part of this 
problem relates to the cancer patient and his family. 
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To help the medical profession explore ways and 
means of meeting the patient’s special needs, the 
scientific session of the Society’s next Annual 
Meeting at the Hotel Biltmore in New York City, 
October 23-24, 1961, will be devoted to “The 
Physician and the Total Care of the Cancer 
Patient.” Various specialists will examine the 
psychological and physical problems facing the 
cancer patient and his family. Consideration will 
be given to such topics as decisions in the early 
care of the cancer patient, counseling the cancer 
patient, what the patient should be told, care of the 
advanced cancer patient, society's role in service to 
the cancer patient. 
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